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Clinical Endocrinology 
By Drs. Hurxthal and Musulin 


Designed to be the most useful book in its field. 
A practical, everyday reference. A monumental 
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physiologic functions and diseases of all the en- 
docrine glands, those having both endocrine and 
non-endocrine activities, the multiple interre- 
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both normal and abnormal, and the clinical ap- 
plication of hormor.al preparations. 


In this masterpiece of organization, each gland 
is analyzed in outline form. Functions and path- 
ologic phenomena are considered—preclinical 
and clinical data are presented. Step-by-step 
organization and presentation clearly develops 
the clinical picture, followed by full coverage of 
clinical management. 


2 volumes, 1622 pages, 841 illustrations, 
price $24.00 


Send Orders to 


J. A. MAJORS COMPANY 


New Orleans 12 Dallas 1 Atlanta 3 
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CRYSTALLINE in each palatable 
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FLAVORED teaspoonful — 
unexcelled for 
patients young 
and old. 
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*Fortified aqueous suspension in 
free-flowing silicone-lined ampoules 
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A Positive Way to 
Overwhelm Bacterial Invaders 


Occasions arise when there must be no shred 
of doubt that penicillin dosage is adequate. 
Here especially ‘Duracillin F.A.” One Million 
is indicated. Penicillin — G, sodium, 250,000 
units (for immediate effect), is combined with 
procaine penicillin—G, 750,000 units (for pro- 
longed effect), for a total of 1,000,000 units 
in a single dose. Susceptible organisms are 
exposed to intense and prolonged antibiotic 
action. 


*Duracillin F.A.” One Million is supplied in one-dose and ten-dose 
waste-free* ampoules. Only 0.7 cc. of sterile aqueous diluent is 
added for each million-unit injection. The total volume of the 
ready-to-inject suspension is 1.25 cc. The dry penicillin salts are 
stable at ordinary temperatures until the diluent is added. Refrig- 
eration is required only after mixing. Keep a supply on hand. Your 
local pharmacist will be glad to serve you. Call him today. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A, 
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WAMU 


BRAND OF ALKAVERVIR 





in addilim tr 


e PROMPT SYMPTOMATIC RELIEF 
e GREATER STAMINA 
e IMPROVED SENSE OF WELL-BEING 


The patient receiving Veriloid experiences prompt re- 
lief of the very symptoms which caused him to seek 
professional care. Shortly after dosage adjustment is 
completed, headache and malaise are greatly reduced 
in severity or disappear entirely, and a sense of well- 
being quickly develops. This subjective improvement 
usually precedes a significant fall in blood pressure. 


LOWERING THE BLOOD PRESSURE 


Through central action, Veriloid produces a gratifying 
drop in arterial tension in a significant percentage of 
patients treated. A unique, highly purified fraction of 
Veratrum viride, Veriloid is indicated in all grades of 
essential hypertension. The average patient requires 
from 9 to 15 mg. daily in divided doses. 

Veriloid (brand of alkavervir) is available on pre- 
scription in 1 mg., 2 mg. and 3 mg. tablets. 
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LEA & FEBIGER-New Books and New Editions 


Visit Us At Booth 16 @ Miami, Florida © November 10th to 13th, 1952 


MASTER, GARFIELD & WALTERS—NORMAL 
BLOOD PRESSURE & HYPERTENSION 

By ARTHUR M. MASTER, M.D., CHARLES I. GARFIELD, 

M.D., Mount Sinai Hospital, New York; and MAX B. WAL- 

TERS, M.D., F.R.C.P. (Can.), Vancouver General Hospital, 

Canada. 144 pages. 36 illustrations and 25 tables. $4.00. New 


TAYLOR—MANUAL OF GYNECOLOGY 

By E. STEWART TAYLOR, M.D., University of Colorado 
School of Medicine, Denver, Colorado. 204 pages. 70 illus- 
trations. $4.50. New. 


LEWIN—KNEE & RELATED STRUCTURES 
By PHILIP LEWIN, M.D., F.A.C.S., F.1.C.S., Northwestern 


University Medical School. 914 pages. 333 illustrations and 2 
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MCMANUS—PROGRESS IN FUNDAMENTAL 
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Edited by J. F. A. McMANUS, M.D., University of Virginia, 

and 10 CONTRIBUTORS. 316 pages, 7” x 10”. 74 illustra- 

tions and 2 plates in color. $9.00. New. 
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AND CONTRIBUTORS. 1008 pages. 529 illustrations and 
5 plates in color. $12.00. New 7th edition. 
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26 illus., 1 in color. 149 tables. $12.00. New 9th edition. 


MASTER, MOSER & JAFFE—CARDIAC 
EMERGENCIES & HEART FAILURE 

By ARTHUR M. MASTER, M.D., MARVIN MOSER, M_.D., 

and HARRY L. JAFFE, M.D., Mount Sinai Hospital, New 

York. 159 pages. 13 illustrations. $3.00. New. 


HERBUT—UROLOGICAL PATHOLOGY 

By PETER A. HERBUT, M.D., Jefferson Medical College, 
Philadelphia, Pa. 2 volumes. 1222 pages. Complete index in 
both volumes. 527 illus., 2 in color. Per set: $24.00. New. 


MUSSER-WOHL—INTERNAL MEDICINE 

Edited by MICHAEL G. WOHL, M.D., Temple University 
School of Medicine, Philadelphia, Pa. 81 CONTRIBUTORS, 
1563 pages, 7” x 10”. 236 illustrations and 10 plates in color. 
315.00. 5th edition. 


LEVINSON & MAcFATE— PeERCAL. 
LABORATORY DIAGNOSIS 

By SAMUEL A. LEVINSON, M.D., and ROBERT P. MAC. 

FATE, Ph.D., University of lilinois College of Medicine. 1146 

pages. 221 illustrations and 13 plates, 10 in color. 117 tables. 

$12.00. 4th edition. 





OF DIABETES MELLITUS 
By SHIELDS WARREN, M.D., Sc.D., and PHILIP M. Lee ELLER & ELLER—TUMORS OF THE SKIN 
COMPTE, M.D., Harvard Medical School, Boston, Massachu- By JOSEPH J. ELLER, B.S., M.D., and WILLIAM D. ELLER, 
setts. 336 pages. 112 illustrations and 3 plates in color. M.D., New York City Hospital. 697 pages. 550 illustrations 
7.50. New 3rd edition. and 3 plates in color. $15.00 2nd edition. 


Washington Square LEA & FEBIGER Philadelphia 6, Pa. 
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Dispensed in 50 cc and 20 ce 
multiple - dose vials ee 
0.5 1% or 2% solution. All 
solutions available without 
epenegtetas and with epine- 
phrine 1:100,000. 2% solution 
also supplied with epinephrine 
1:50,000., 


a NEW local anesthetic 


A potent, short-acting local anesthetic, producing on injection, a more prompt, 
intense and extensive anesthesia than equal concentrations of procaine hydro- 
chloride. Useful and effective either with or without epinephrine, it has been 
described (1) as the most promising of the new local anesthetics. approaching 
in efficiency the nerve blocking properties of piperocaine, and in toxicity, the 
advantages of safety presented by procaine. 


(1) Hanson, I. R. and bes mg R. A., Current 
Researches in and 29:136 (May-June) 1950 


STOCKED BY LEADING WHOLE. 
SALE DRUGGISTS AND SURGICAL 
SUPPLY HOUSES. 





AS'TIRA PHARMACEUTICAL PRODUCTS, INC. WORCESTER, MASS. U.S.A. 
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adenylic acid for systemic therapy 


idy-B-bEN 





The medical profession has been expressing ever increasing interest 
in My-B-pEN. It is being widely used both for established indica- 


tions, as well as a nontoxic source of ATP in the body for experi- 

. mental work. The following article confirms the therapeutic value 
of my-B-DEN in varicose or phlebitic vein conditions, and extends 
its use to the treatment of acute thrombophlebitis. 


from the current literature on the therapeutic action of muscle 
adenylic acid on ulcers and dermatitis associated with varicose veins 


and in acute thrombophlebitis: 


Thirty-five patients with chronic venous insuf- 
ficiency and tissue changes were treated with 
Sustained-Action my-B-pEN, 20 mg. intramus- 
cularly, three times weekly. The incidence of 
improvement in symptoms and signs was: pruri- 
tus, 97%; pain, 82%; erythema, 88% ; edema, 
82%; scaling, 88%. Healing of the ulcer oc- 
curred in 19 cases. No local ill-effects or systemic 
reactions were encountered. After My-B-DEN 
therapy was started, the customary “supportive” 
measures, except elastic bandages, were discon- 
tinued and patients were encouraged to maintain 
their usual daily routines. Three secondarily in- 
fected cases received short courses of penicillin 
therapy. Muscle adenylic acid therapy, followed 
by surgery when necessary, is advocated as 





standard procedure for permanent improvement 
or healing of chronic complications of varicose 
veins and for reducing prolonged hospitalization. 


In acute thrombophlebitis encouraging results 
were obtained in the five patients treated with 
Sustained-Action My-B-pbEN, 20 mg. intramus- 
cularly, daily for eight to fourteen days. In one 
patient with bilateral leg involvement, signs and 
symptoms subsided within eight days following 
the addition of my-B-pEN to the treatment: this 
patient had received anticoagulants, antibiotics 
and supportive therapy without apparent relief. 
Boller, R.; Rottino, A., and Pratt, G. H.: Therapeutic Action 
of Muscle Adenylic Acid on Ulcers and Dermatitis Associated 


with Varicose or Phlebitic Veins; Follow-up Report, Angiology 
3:260, 1952. 


The following papers referring to adenylic acid, muscle adenylic acid, and adenosine-5-monophosphate are all based 
on Bischoff’s My-B-DEN and its use in varicose vein complications: 


Lawrence, E. D.; Doktor, D., and Sall, J.: Muscle Adenylic Acid: 


A Clinical Study of Its Effect, Angiology 2:405, 1951. 


Rottino, A.: Boller, R., and Pratt, G. H.: Therapeutic Action of Muscle Adenylic Acid on Ulcers and Dermatitis 
Associated with Varicose or Phlebitic Veins; Preliminary Report, Angiology 1:194, 1950. 


A complete bibliography on the use of My-B-DEN in various conditions available on request. 


intramuscular: Sustained-Action (10-ce. vials) 
available dosage forms: and aqueous (1-ee. ampules) 
| oral: sublingual tablets (20's, 50’s, 500’s) 


5 ERNST BISCHOFF COMPANY, INC « 
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When spasm of the sphincter of Oddi 
left) ts relaxed (right), bile pours 
into the duodenum. 


In many biliary conditions, 
combined hydrocholeretic and 
antispasmodic therapy is indicated 
for best results to flush the bile 
ducts with a greater volume of 
bile and to relax spasm in the 
sphincter of Oddi. 


222 Amt 


Dehydrocholic acid, the most 
potent hydrocholeretic known, 
ereltie tcc macys olirmiceucselome) i 
thin, free-flowing bile...increases 
volume output by as much as 
19097... is the least toxic of any 
bile salt, bile acid, or their 
derivatives. 


ee 


Homatropine methylbromide 
and phenobarbital, by their 
synergistic spasmolytic-sedative 
actions, relax spasm of the 
yeletielacsmes at @.eletourtateMetatieetthc 
hypertonic dysfunction of the 
biliary tract. 
LO eee seesmucictist mere 
Eve Cabteterem come (eh aetacreite) (lam tate e 
Maltbie, 250 mg. (334 gr.) per 
MALTBIE ett ite denalod sericea dives 5 tablet, the spasmolytic boma- 
converting crude viscous bile js tropine methylbromide 2.5 mg. 
debvdrocholic acid (1/24 gr.), and phenobarbital 
8 mg. (1% gr.). 
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ORANGE ... flavor, color or odor, appeals to almost every- 
one. 


ORANGE is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 

FLUAGEL Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 


FLUAGEL Compound Tablets: Appeal to all tastes... Act 
rapidly ... Prevent acid rebound and alkalosis .. . Reduce irri- 
tation for faster healing ...Form protective film over mucosa 
... Are economical. 

Your peptic ulcer and hyperacid patients will welcome this 
change from the “round, white, peppermint-flavored” regimen. 
Use this different therapy... prescribe 


FLUAGEL 


Trademark 


Compound Tablets 
Available in bottles of 100, 500 and 1,000 


Please send me sample of FLUAGEL 


Compound Tablets. 
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Aminodrox, a tablet containing colloidal 
aluminum hydroxide with 114 or 38 gr. 
of aminophylline provides a dependable 
method of oral administration of amino- 
phylline in doses large enough to pro- 
duce the same high blood levels obtain- 
able with parenteral administration. 


This is possible with Aminodrox because 
gastric disturbance is avoided. 


Aminodrox now makes it possible to dis- 
card the inconvenience and potential 
hazards of non-emergency parenteral 
aminophylline. Besides its use as a diu- 
retic, it is now feasible to use oral amin- 
ophylline therapy in the treatment of 
congestive heart failure, bronchial and 
cardiac asthma, status asthmaticus, and 
paroxysmal dyspnea. 


Several studies* attest to the large dose toler- 
ance of Aminodrox. A dose of 36 grains daily 
produced blood levels higher than would be cus- 
tomarily aimed at with parenteral administra- 


tion. In hospitalized patients on this excessively - 


massive dosage, only 27% showed gastric dis- 
tress. Contrast this to the 42% intolerance to 
plain aminophylline with only 12 grains a day. 


* Cronheim, G., Justice, T. T., and King, J. S., 
Jr., A New Approach to Increasing Tolerance 
of Oral Aminophylline—to be published. 

* Justice, T. T., Jr., Allen, G.,-and Cronheim, G., 
Studies with Two New Theophylline Prepara- 
tions—to be published, 
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Herrmann’s 
DISEASES OF THE 


HEART 
and ARTERIES 


Anatomical and Functional Disturb- 
ances of the Circulation—Treatment 


Entirely Rewritten in Simple, Succinct, and 
Concise Form in Order to Include the Tre- 
mendous Advances of the Problems of 
Cardiovascular Diseases. 


eS Sse en ae 





Over 100 New Illustrations Have Been 
Added to This Edition. 


652 Pages — 215 Illustrations (4 in Color) 
—Price, $12.50 
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The continuing popularity of Herrmann’s heart, arteries and the circulation—logical- 








work is due to his conscientiousness in keep- 
ing track of every advance in the problems 
of cardiovascular diseases—and to the fact 
that he always gives you the benefit of his 
own clinical experience which is extensive. 
This New Fourth Edition is an excellent 
guide to the study of the disorders of the 


ly arranged—concise in presentation—and 
built upon the fundamental facts of physi- 
ology, pathology, pathysiology and pharma- 
codynamics. Beautifully illustrated, of 
course, (over 100 new ones in this edition) 
—and full practical, clinical help for you 
and your patients. 


By Greorce R. HERRMANN, M.S., M.D., Ph.D., F.A.C.P., Professor of Medi- 
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cine, University of Texas. Director of the Cardiovascular Service and 

Heart Station, University Hospitals; Consultant in Vascular Diseases, 
United States Marine Hospital; Consultant in Medicine to Surgeon } 
General, United States Army. j 
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| The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, Mo. | , 
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BITARTRATE (Dihydrocodeinone Bitartrate) 


for COUGHS 


of every etiology 


Hycodan is available in three forms: 
Oral tablets (5 mg. per tablet), 
Syrup (5 mg. per teaspoonful), 
Powder (for compounding). 


Narcotic blank required. 





Average adult dose, 5 mg. 


Literature on request. 
Endo Products Inc., Richmond Hill 18, N.Y. 
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Current Titles 1952 
NEW BOOKS .00 


THOREK—DISEASES OF THE ESOPHAGUS: 
Diagnosis and Treatment, by Philip Thorek, M.D. 
Modern, timely, authoritative. Operative proce- 
dures, both simple and complex, included. Well- 
executed illustrations by Carl T. Linden clearly 
and crisply amplify the text. Approximately 350 
Pages and 100 Illustrations. Ready Soon. $10.00 


LULL AND KIMBROUGH—CLINICAL OBSTETRICS, 
by Clifford B. Lull, M.D. and Robert A. Kim- 
brough, M.D. With 18 Contributors. A new ap- 
proach to the technics of diagnosis and manage- 
ment of the pregnant patient and complications to 
which she is liable. Approximately 750 Pages and 
350 Illustrations. In Active Preparation. $10.00 


BOWERS—SURGERY OF WOUNDS, Edited by Colo- 
nel Warner F. Bowers, M.C., U.S.A. With 39 Con- 
tributors. A coordinated record of knowledge and 
experience pertaining to the therapy of wounds 
and surgery of trauma. A unique contribution dis- 
cussing regional wound surgery in detail. Approxi- 
mately 800 Pages and 250 Illustrations. In active 
Preparation. $15.00 


KAPLAN—FUNCTIONAL AND SURGICAL ANATOMY 
OF THE HAND, by Emanuel B. Kaplan, M.D. A 
unique and informative work designed to aid those 
interested in restoration of the function of the 
hand. Original illustrations drawn from dissections 
made by the author. Approximately 200 Pages and 
110 Illustrations. In Active Preparation. $10.00 
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Bey Co eeee ial 


PHILADELPHIA + LONDON - MONTREAL 





UHLENHUTH—PROBLEMS IN THE ANATOMY OF 
THE PELVIS: An Atlas, by Eduard Uhlenhuth, 
Ph.D. A useful and practical book. Provides spe- 
cialized knowledge for those interested in the 
structure of the pelvis or pelvic organs or in the 
dissection of those organs. Approximately 200 
Pages and 80 Illustrations. In Active Preparation, 

$10.00 


NEW BOTTOMS 00 


TE LINDE—OPERATIVE GYNECOLOGY, by Richard 
W. Te Linde, M.D. Revised, rewritten and come 
pletely reset edition of an authoritative guide to ree 
cent advances in the field of gynecology. Five new 
chapters. Approximately 800 Pages and 300 IIlus- 
trations. Second Edition in Active Preparation. 

$20.00 


PITKIN—CONDUCTION ANESTHESIA, by George P. 
Pitkin, M.D. Edited by James L. Southworth, 
M.D., Robert A. Hingson, M.D., Winifred M. Pit- 
kin, M.D. An authoritative work on local anes- 
thesia. Extensively revised to provide complete 
coverage of newest developments. Approximately 
1,000 Pages and 600 Illustrations. Second Edition 
in Active Preparation. $20.00 


DICKSON AND DIVELEY—FUNCTIONAL DIS- 
ORDERS CF THE FOOT, by Frank D. Dickson, M.D. 
and Rex L. Diveley, M.D. Standard source book 
on complete management of foot disorders. Ape 
proximately 350 Pages and 200 Illustrations. Third 
Edition in Active Preparation. $6.00 
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J. B. LIPPINCOTT COMPANY, EAST WASHINGTON SQUARE, PHILADELPHIA 5, PA, 





Please enter my order and send me the following: 











0 CASH NAME 
ENCLOSED 
ADDRESS 
CHARGE 
MY ACCOUNT City ZONE STATE 





Tentative prepublication prices subject to change without notice. 
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the trend is to tablets 


sae g controlling 
diureti SIMPLER Qe got 
onan , * cardiac 


ORAL diuretics are SAFER 
ORAL diuretics can be given with GREATER REGULARITY edema 


ORAL diuretics are MORE CONVENIENT for patient and physician 


Among oral diuretics THE TREND IS TO— 


iuMERCUHYDRIN 


the simplest method of outpatient maintenance 
EFFECTIVE AND WELL TOLERATED 


To secure the greatest efficacy and all the advantages of 
Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed ...25 to 50 tablets. 


Dosage: One or two tablets daily—morning or evening—preferably after meals. 


Available: Bottles of 100 tablets. Each tablet contains meralluride 60 mg. 


and ascorbic acid 100 mg. 
M-22 


lrubtp in diuretic research 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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Comblate not Partial 


relief of menopausal symptoms 


Administration of PROGYNON by intramuscular injection or by intra- 
oral buccal tablets is a certain means of completely alleviating all 
estrogen deficiency manifestations of the menopause. Not only are 
flushes, sweats, nervousness, and insomnia overcome easily with 
PROGYNON, but the patient also experiences a “lift,” a sense of 
being “really fit” that comes only with estradiol—the natural fol- 
licular hormone—and its derivatives. 


PROGYNON 


PROGYNON.-B® 
Estradiol Benzoate US.P. in oil for 
intramuscular injection. 


PROGYNON® Buccal Tablets 
Estradiol U.S.P. in Schering’s special ‘ 
solid solvent base, POLYHYDROL.® 


Schering CORPORATION 
BLOOMFIELD,.N.J. 
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Piromen. 


(DISPERSION OF DESACCHROMIN) 


for effective 
control of a 
wide variety of 


ALLERGIES 


and 


DERMATOSES 


Every day more physicians are discovering the early clinical benefits 
effected by the administration of Piromen, employed either as a specific, 
or concomitantly with other drugs. 


Piromen isa biologically-active bacterial polysaccharide which produces 
a marked leucocytosis and a stimulation of the reticulo-endothelial system. 
It is nonprotein, nonantigenic, and may be employed safely 
within a wide range of dosage. 


Piromen is prepared in stable colloidal dispersion for parenteral use. 
It is supplied in 10 cc. vials containing either 4 gamma (micrograms) per cc., 
or 10 gamma per cc. 


For a comprehensive booklet detailing the use of this new therapeutic agent, 
merely write “‘Piromen” on your Rx and mail to— 


*TRADE MARK 


Manufactured by 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
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A cough medication— 


“significantly superior’ 


Carefully controlled tests on 52 institutionalized 
patients have led to the conclusion! that “in all 
important categories, the glycerol guaiacolate 
preparation (Robitussin) was significantly superior” — 
to the recognized remedies ammonium chloride and © 
terpin hydrate. 

Robitussin ‘Robins’ employs not only glyceryl 
guaiacolate— shown to have maximum effectiveness 
for increasing respiratory tract secretions? and reducing 
coughing spells* — but also desoxyephedrine 
hydrochloride, for relieving bronchiolar constriction‘ 
and improving the patient’s mood.’ An exceptionally 
palatable syrup, for both adults and children. 
REFERENCES: 1. American Practitioner and Digest of Treatment, 
2:844, 1951. 2. J. Pharmacol. & Exper. Therapy, 87:24, 1946. 


3. Ibid, 73:65, 1941. 4; J. Pharmacol. 77:324, 1943. 5. J. Lab. & 
Clin. Med., 28:603, 1943. 


A. H. ROBINS CO., INC. « RICHMOND 20, VA. 


Robitussin 
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in hemorrhoic 
inflammatory ré 


with... 


JOSITORIES 


Combining these o ti a Fi erapeutic agents: 
3 | 
i , : 
( (10 mg.) —topical anesthetic — 
prolonged analgesic action 
without irritation. 
N Neo-Synephrine® hydrochloride (5 mg.) — efficient decongestive. 
S Sulfamylon® hydrochloride (0.2 Gm.) —active against a wide range 


of bacteria; relatively nontoxic to cellular tissue. 


Bismuth subgallate and balsam of Peru are incorporated for their 


drying antiseptic and soothing emollient effects. 


R Boxes of 12 suppositories 
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in colds and grippe 


for codeine’s analgesia— 


without thot dopey feling 


prescribe EGriSal* with Codeine 


(containing Benzedrine* Sulfate) 


Each ‘Edrisal with Codeine’ tablet contains: 


Codeine sulfate .........%% g&. 
‘Benzedrine’ Sulfate... ... . 2.5 mg. 
(racemic amphetamine sulfate, S.K.F.) 
Acetylsalicylic acid ...... . 2.5 gr. 
ee os ee 


Note: for 14 gr. codeine, prescribe two tablets 


Smith, Kline & French Laboratories 
Philadelphia 


*T.M. Reg. US. Pat. Off. 
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Just 1 or 2 Pentids Tablets t.i.d. are particularly effective . . . 
convenient, easy-to-take . . . cause fewer side effects . . . and are 
less than ': the cost of the newer antibiotics. 


Bottles of 12 and 100. 


* 
formulated for convenient t.i.d. dosage Pe nt i a om, 


Squibb 200,000 Unit Penicillin Tablets 


“PENTIOS’ IS A TRADEMARK OF E. R. SQUIBB & SONS SQUIBB 
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antianemic household 



























































Each tablet contains: 





Dosage: 


Adults—3 tablets daily 
Children—I to 3 tablets daily. 











Available in bottles 
of 60 and 500 tablets. 
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@ product of Upjohn 





for medicine... produced with care... designed for health 





ebétinic ... 


multiple action hema-tonic 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


Cebétinic is designed for the pre- 
vention and treatment of various 
types of anemia. Eight impor- 
tant participants in hematopoie- 
sis are “housed” in a small tablet 
which is specially designed to 
assure stability and optimal 


absorbability. 


* Trademark 


2UCE-3M (8) 
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Now combined! 





for 


Bicillin*=-Sulfas 


*Trademark 


Bicillin—the new penicillin compound 


Sulfose — sulfadiazine, sulfamerazine 
and sulfamethazine 


Broad antimicrobial spectrum 
High antibacterial potency 


Abundant experimental and clinical evidence proves that a 
combination of penicillin and sulfonamides has greater 
effectiveness and a broader antibacterial spectrum than 
either used alone. 


Reports demonstrate not only the effectiveness of both 
Bicillin and Sulfose, but also the relatively low incidence 
of untoward reactions. 


In BICILLIN-SULFAS, the physician has at his command a 
unique preparation, incorporating both Bicillin—the new 
penicillin compound — and Sulfose — the sulfonamide 
combination recognized as unsurpassed for effectiveness 
and safety. 


Each teaspoonful (5 cc.) contains: Bicillin, 150,000 units, 
sulfadiazine, sulfamerazine and sulfamethazine, 0.167 Gm. 
each, as a palatable suspension in a special alumina base. 


Suspension 








BENZETHACIL AND TRIPLE SULFONAMIDES Wijeth 








Dibenzylethylenediamine Dipenicillin G and Triple Sulfonamides ® 
References available 


Supplied: Bottles of 3 fl. oz. 
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When Clinical Proof is Your Guide 


DOHO RESEARCH PRODUCTS 


are indicated... 


Yi V3 The NEW 0 TOs. MO-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is . 





BACTERICIDAL. . . (GRAM-POSITIVE — GRAM-NEGATIVE) — it KILLS 
BACTERIA, including BACILLUS PROTEUS, 
B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 
VIVA STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


FUNGICIDAL . . . is xuts Funci—inctuding aSPERGILLI, * 


TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC « NON-IRRITATING 
STABLE © CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS | 
Substantiating Laboratory and Clinical data in press. 


FORMULA: 

A NEW, improved process, using 

Doho glycerol base, results in a 

chemical combination having Sif 

these valuable properties. . 

SR eee 2.0 GRAMS S-MO- 

Sulfathiazole .......... 1.6 GRAMS TRY NEW 0-TOS (O-SAN in your 
Glycerol (DOHO) Base most stubborn cases, the results will 


16.4 GRAMS 


(Highest obtainable spec. grav.) sth convincing. 


DOHO CHEMICAL CORP., 100 Varick Street., New York 13, N.Y. 


AURALGAN —After 40 years STILL RHINALGAN — safe nasal decongestant. 
the auralgesic and decongestant ° Acts locally NOT systemically. 


RECTALGAN—Liquid . . . For symptomatic relief in: 
Hemorrhoids, Pruritus, Perineal Suturing. 
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Inhibitory action of penicillin (/), 
streptomycin (2), and PENSTREP (3), 
on a mixed culture of gram-positive 
and gram-negative organisms. 


Wide-Spectrum Bactericidal Action 
in TWO Dosage Forms 


coe see eeeseranenvnaenve & 4&6 00-668 


eereereee eee eee eee eee eee en ee 


PeNSTREP contains a total of 400,000 units Crystalline Penicillin in both 
rapid- and prolonged-acting forms, together with Crystalline Dihydro- 
streptomycin Sulfate—the purest form of dihydrostreptomycin available. 
PENSTREP provides potent, synergistic bactericidal action that is effective 


over a wide-range spectrum. 


Two forms of PENSTREP are available: “4:14”, containing 4% Gm. of 
dihydrostreptomycin, and “4:1”, containing 1 Gm. It is recommended 
that “4:1” be used for short intensive periods of therapy; “4:4”, for 


prolonged treatment periods. 


Supplied: Both dosage forms in one-dose and five-dose vials. 


enStrep* 


*PENSTREP is a trade-mark of Merck & Co., Inc. 





Research and Production 
for the Nation’s Health 








MERCK & CO., INC. 
RAHWAY, NEW JERSEY 
in Canada: MERCK & CO. Limited -Montreal 








OMerck & Co., Inc. 
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methischol’ 


NOW CONTAINS VITAMIN Bi2 


in coronary occlusion these patients helps normalize 

cholesterol and 

hypercholesterolemia deserve the fat metabolism 

diabetes potential in liver disease 
increases 

liver disorders benefits of this phospholipid turnover, 
reduces fatty deposits 

hypertension complete and stimulates 
regeneration 


obesity « nephrosis ... lipotropic formula... of new liver cells. 


Write for samples and detailed literature. 


U. S. VITAMIN CORPORATION 


CASIMIR FUNK LABORATORIES, INC. (affiliate) 
250 EAST 43rd STREET « NEW YORK 17, N.Y. 
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The headache, vertigo, dyspnea and 
malaise associated with severe hyper- 
tension can be promptly controlled or 
greatly mitigated by Solution Intra- 
muscular Veriloid. This intramuscularly 
administered hypotensive agent leads to 
a prompt, sustained, and significant fall 
in blood pressure, providing welcome 
relief from distressing discomfort. 

A single injection of Solution Intra- 
muscular Veriloid lowers the blood pres- 
sure for 3 to 6 hours. In many instances, 
symptomatic relief persists for consider- 
ably longer periods. ‘lirough repeated 
injections, the arterial tension may be 
depressed for many hours or even days. 
Thereafter, suitable oral medication 
may be employed. This hypotensive 
agent is indicated in hypertensive states 


Aelulion 
INTRAMUSCULAR VERILOID’ 


BRAND OF ALKAVERVIR 
8480 Beverly Blvd., Los Angeles 48, Calif. 


RIKER LABORATORIES, INC. ~ 





RELIEF OF 


HYPERTENSIVE 


Noel _|_— SYMPTOMS 


accompanying cerebral vascular disease, 
malignant hypertension, hypertensive 
crises (encephalopathy), toxemia of 
pregnancy, eclampsia and pre-eclampsia. 

Solution Intramuscular Veriloid, con- 
taining 1 mg. per cc. of alkavervir in 
buffered isotonic saline solution, drops 
the blood pressure by central action. It 
has no influence on ganglionic activity 
and has no direct relaxing action on the 
blood vessels. Alkavervir, a unique frac- 
tion of the hypotensive alkaloids derived 
from Veratrum viride, is biologically 
standardized in dogs for hypotensive 
potency. 

Solution Intramuscular Veriloid is 
supplied in boxes of six 2 cc. ampuls. 
Complete instructions for use accom- 
pany each package. 
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2/ 1835 


prolonged 
relief 

from 

nasal 
congestion 
within 


2 minutes 


m oe ® 
Fy iw é rn e hydrochloride 0.05 % 


(BRAND OF NAPHAZOLINE HYOROCHLORIDE) 


potent, prompt-acting 
Privine is a virtually 
nonirritating 

nasal vasoconstrictor 
which can be administered 
to children as well 

as adults. 


CGiiba Summit, N.J. 
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SIGMOID MOTILITY 





Tt 
BANTHINE 100 MGM PO 














MINUTES 


BS The effect of 100 mg. of Banthine on sigmoid motility. The con- 
i) ie tractions did not return during the experimental period.! 





In Intestinal Hypermotility—Banthine® 


‘‘... has a prolonged inhibitory effect on human 
| gastrointestinal motility.... 


7 


i The duration of its action is striking,.... 


} It has also been observed that definite retardation in gastro- 


4 intestinal transit time in individuals with hypermotility was 
! attributable to the therapeutic effect of Banthine.? 


, BANTHINE?® Bromide (brand of methantheline bromide)— 
a true anticholinergic—is available for oral and parenteral use. 


1. Kern, F., Jr.; Almy, T. P., and Stolk, N. J.: Effects of Certain Anti- 

— spasmodic Drugs on the Intact Human Colon, with Special Reference to 
Banthine (8-Diethylaminoethyl Xanthene-9-Carboxylate Methobromide), 
Am. J. Med. //:67 (July) 1951. 


2. Lepore, M. J.; Golden, R., and Flood, C. A.: Oral Banthine, an Effec- 
L tive Depressor of Gastrointestinal Motility, Gastroenterology /7:551 (April) 
1951. 
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(HOMOGENIZED MIXTURE OF VITAMINS A, D, Bi, Bo, Biz, © AND NICOTINAMIDE, ABBOTT) 






Pour out a shimmering spoonful of VI-DAYLIN . . . notice 
ove? its unclouded yellow-honey appearance . . . sniff its pleasant, 
imPrR ss citrus-like odor . . . then saste it! That delicious lemon-candy 
FORMU , flavor explains why children accept VI-DAYLIN eagerly right 
spoonty wins 
Each 5-ce: 8° from the spoon—and willingly come back for more. 
N 
of VI-DAYE NOW CONTAINS 3 TIMES THE B,2 
contains: y sp. units 


soar But take a look at Vi-DAYLIN’s improved formula. Here, truly, is 
effective multivitamin therapy. Seven important vitamins in every 
spoonful—and now three times as much vitamin B,2. One 5-cc. 
teaspoonful daily is the average dose for children up to the age of 


12. Mixes with milk, juices and soft foods for infants. Stable without 


refrigeration. VI-DAYLIN is available at all phar- 
macies in 90-cc., 8-fluidounce and 1-pint bottles. Obbott 






Nicotinamide ane 
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“Time and attention,” wrote William Heberden in 1768 of the 
syndrome he had named angina pectoris, “will undoubtedly discover 
more helps against this teizing and dangerous ailiment.””! 


Today, a variety of “helps” are used in the treatment of this 
“‘teizing and dangerous ailiment.”’ One of the more effective: 
‘Eskel’, reported by Osher and Katz to be beneficial in 80% of cases.? 


k | 
in angina pectoris Es e 
the longest-acting coronary vasodilator 


1. Read at the Royal College of Physicians, July 21, 1768. 
2. New England J. Med. 244:315 (March 1) 1951. 


Smith, Kline & French Laboratories, Philadelphia 


‘Eskel’ is a mixture (96% pure crystalline khellin, 4% other active principles) 
extracted from Ammi visnaga. ‘Eskel’ T.M. Reg. U.S. Pat. Off. 
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Stop it... 
with a flash 


Now, when you photograph patients too young, 
too tired, too nervous, or too ill to co-operate, 
you can get needle-sharp pictures—easily— 
for you can stop all human motion with Kodak 
high-speed flash equipment. And, according 
to your needs, you can make your photographs 
in black-and-white or full color. 





Stop it eee with the 
Kodatron Studio Speedlamp 


Here is ultra-fast lighting—easy to handle— 
cool, comfortable for the patient, convenient 
for the user. The Kodatron Studio Speedlamp 
operates on 115-volt, 60-cycle circuit; delivers 
flash of extreme brilliance yet short duration 
—approximately 1/5,000 second with one 
lamp, 1/10,000 second with two or more 
lamps. Its use means fully exposed negatives 
and no negatives wasted as a result of subject 
motion. List price, complete, $629, subject to 
change without notice. 





For further information see your photo- 
graphic dealer or write for literature. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 









Complete line of Kodak Photographic 
Products for the Medical Profession in- 
cludes: cameras and projectors—still- 
and motion-picture; film—full color 
and black-and-white (including infra- 
red); papers; processing chemicals; 
microfilming equipment and microfilm. 





Atypical infantile paralysis case with right quadriceps weakness. 
Courtesy of The Strong Memorial Hospital, Rochester, N. Y. 





Serving medical progress through 
Photography and Radiography 
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HAluminumPENICILLIN 


Oral Tablets 


Lo 











Greater effectiveness by 
the ORAL ROUTE 


Aluminum Penicillin, in comparatively small doses, 


iq 
~ 
= 
i) 


has proved effective against a wide range of infections 


during five years’ extensive clinical use. 


When Aluminum Penicillin is prescribed, large tre- 
quent dosage is avoided, because this relatively insolu- 


ble salt is eliminated slowly. 


Aluminum Penicillin causes practically no nausea or 
diarrhea. 
Aluminum Penicillin is effective against all penicillin 


susceptible infections (except endocarditis and osteo- 
Se 


myelitis). 





Supplied in vials of twelve 50,000 unit tablets. 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore 1, Maryland 
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METAL HIP JOINT: A NEW SELF- 
LOCKING VITALLIUM 
PROSTHESIS* 


By Austin T. Moore, M.D. 
Columbia, South Carolina 


For many years certain pathologic condi- 
tions about the hip joint have been the nem- 
esis of the orthopedic surgeon. Some surgeons 
pass up these cases completely without at- 
tempting a corrective operation. Others have 
attempted one or more of the many recon- 
structive procedures that have been advocated. 


Frequently the choice is to fuse or not to 
fuse the hip. Fusion is difficult, the results 
are not certain, the patient’s life may be al- 
tered by his handicap and he may develop 
low back pain. The chief advantage of fusion 
is the relief of pain in the affected hip. 

If it is decided to try for motion, some de- 
gree of discomfort and pain is almost inev- 
itable and this must be accepted. There is 
also the risk of joint instability to be con- 
sidered. Reconstructive surgical procedures 
currently in use that allow motion are, prin- 
cipally: neurectomies, osteotomies, pseudar- 
throses and arthroplasties. These procedures 
are legion and almost every prominent name 
in orthopedic surgery is identified with one 
of them. This clearly indicates that there is 
no single standard satisfactory procedure and 
that no one of the methods is universally suc- 
cessful. 

The patient may seek relief from a crippling 
hip condition for cosmetic reasons but usually 
he seeks relief from pain. In the almost count- 
less number of arthroplasty procedures that 
have been devised, numerous substances and 
tissues have been interposed between the joint 
surfaces to give freer motion and to prevent 
pain. The Smith-Petersen vitallium cup ar- 
throplasty has perhaps come closer to the 
solution than any of the ethers. A great many 


—_— 


*Read in Section on Orthopedic and Traumatic Surgery, 
Southern Medical Association, Forty-Fifth Annual Meeting, 
Dallas, Texas, November 5-8, 1951. 


of these operations have been performed with 
contrasting results. Certainly, more care is 
being taken in the selection of cases and the 
indications for this type of surgery are becom- 
ing more limited. Frequently, pain is a prom- 
inent symptom after cup arthroplasty and it 
may become progressively worse. For a long 
time men have sought for a method to recon- 
struct a stable and painless joint. This has 
been one of the unsolved problems. 

The idea of replacement of bone is not new. 
Experimental work in this field was done 
many years ago; as early as 1919 Delbet re- 
ported several cases in which bone was re- 
placed with reinforced rubber. 

In 1940 the author, with the collaboration 
and assistance of Dr. Harold Bohlman* of 
Baltimore, devised and inserted a twelve-inch 
long vitallium prosthesis to replace the upper 
one-half of the femur. This operation was 
done here in Columbia in the colored unit of 
the Columbia Hospital. It was the first time 
that a procedure of this kind had ever been 
done. That operation was successful. The 
patient had good function of his hip and 
lived for about two years before he died of a 
heart attack. I have the complete specimen 
of bone and prosthesis which was removed at 
autopsy. Since the time of that operation, 
several similar vitallium appliances have been 
used by others. The opportunity to replace 
the upper portion of the femoral shaft pre- 
sents itself very infrequently. I have had that 
opportunity only once. 

There are many conditions in which there 
is the need to reconstruct or replace the 
femoral head. For years I have thought of 
this problem but could find no suitable so- 
lution. 


In 1949 the Judet brothers of Paris, Jean 
and Robert, reported their method of replac- 
ing the femoral head with an acrylic pros- 
thesis (methyl methacrylate). This procedure 
has proved itself to be so satisfactory that it 





*Moore, Austin T.; and Bohlman, Harold R.: Metal Hip 
Joint, A Case Report. J. Bone and Joint Surg. 25:688-692 
(July) 1943. 
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has been used in several hundred cases during 
the past four to five years. The method stim- 
ulated enthusiasm in replacement of the fem- 
oral head and a number of subsequent vari- 
eties of appliances have been introduced. 
None of them has appealed to the author as 
being sound enough to support weight with- 
out pain and to withstand the stress and 
strain of active use over a long period of time. 
For these reasons, since the original model 
that was used in 1940, the author has not tried 
any of the appliances that have been advo- 
cated. 

The author has for a long time realized that 
if a prosthesis could be developed that would 
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be easy to apply, safe to use and mechanically 
sound enough to support weight without pain 
and to withstand the stress and strain of 
active use over a long period of time, it 
would be superior to any reconstruction op- 
erative procedure in vogue today. 

The prosthesis that I have developed is the 
result of a great deal of thought and experi- 
mentation. The advice and counsel of the 
Professor of Engineering at the University of 
South Carolina has been had and the head 
of the engineering department of the Austenal 
Laboratories in New York has been consulted. 

The appliance has the following special fea- 
tures and advantages: 

(1) It is made of vitallium. This metal has 


stood the test of time and, theoretically, it is inactive in the 
tissues and may last indefinitely. 
(2) Five different head sizes are available: five-eighths, 








Fic. 1 


The self-locking vitallium hip prosthesis 
to replace the femoral head. The stem 
is fitted accurately into the femoral shaft. 
Bone grafts are placed in the fenestra- 
tions of the stem. The upper loop is 
for the driver extractor. This loop has 
been lowered in later models so that it 
does not impinge on the acetabulum in 
wide abduction. 


three-fourths, seven-eighths, two, and two and one-eighth 
inches. These sizes are larger than other prostheses and it 
is considered an advantage to have the head size as large as 
possible. With a large, well fitting head the stress and strain 
of weight bearing is distributed over a larger area of the 
acetabulum. Pain from traumatic arthritic changes is less 
likely to develop. 

(3) The appliance is so designed that when inserted it 
closely approximates the normal, anatomical configuration 
of the bone. This restores equal leg length to the extremi- 
ties and allows for powerful abductor muscle action that 
prevents or relieves the typical abductor limp and Trendel- 
enburg sign that is seen in many cases of hip pathology. 





Fic. 2 


Patient, Mrs. A. W. Replacement of femoral head following ununited intracap- 
sular fracture. The contour of the upper end of the femur is almost perfectly 
restored. There is no shortening. A full range of motion is allowed. 
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(4) The prosthesis fits either the right or 
left femur. 

(5) A special rasp makes it possible to fit 
the appliance perfectly and with care there 
is practically no danger of breaking the bone. 


(6) A special loop has been incorporated 
in the prosthesis for a driver extractor that 
has been designed. This is considered to be 
of importance. 


(7) The stem of the prosthesis is straight 
and wedge-shaped from above downward. It 
binds against the sides of the femoral shaft as 
a straight appliance binds against the walls 
of a curved channel. The principal weight 
bearing surface is against the calcar femorale. 

(8) Other surfaces for weight bearing are 
the edges of the collar that fits over the fem- 
oral neck and the upper portions of the fenes- 
trations. 


(9) With any possible absorption the ap- 
pliance wedges tighter in place rather than 
works loose. 

(10) The stem is fenestrated for the recep- 
tion of bone grafts. Bone grafts placed in these 
fenestrations: (a) lock the prosthesis in place; 
(b) make additional bearing surfaces; (c) pro- 
vide channels for blood supply through which 
the upper part of the femoral shaft may be 
nourished. 


(11) The rectangular shape of the stem and 
a fin along its outer side prevent rotation of 
the prosthesis in the femoral shaft: 

(12) In using this prosthesis it is not neces- 
sary that there remain any portion of the 
femoral neck. This is considered a distinct 


advantage as so often the neck has been ab- 
sorbed. 


INDICATIONS 


This work is still in the experimental stage 
and cases should be very carefully selected. 
Many years and the observation of a large 
number of cases will be necessary to determine 
end results. At present it appears that the 
operation should be restricted mainly to older 
patients who have a limited time remaining 
to them, as only with application can it be 
determined how long the appliance will last. 

Foremost among the challenging problems 
is osteoarthritis of the hip joint. This may 
be due to traumatic arthritic changes, morbus 
coxae senilis or degenerative arthritis and 
aseptic necrosis of the femoral head. 


MOORE: METAL HIP JOINT 1017 


Old cases of Perthes’ disease, slipped fem- 
oral epiphysis or unreduced congenital dis- 
locations may cause deformities of the head 
and acetabulum that require surgical correc- 
tion. Septic or rheumatoid arthritis may cause 
deformities of the hip or ankylosis in poor po- 
sition that needs correction. 


Old fractures of the femoral neck and 
under certain circumstances, even fresh trans- 
cervical, intracapsular fractures may be an 
indication for the application of a prosthesis. 


Finally, bilateral ankylosis, partial or com- 
plete, of the hips is a very crippling condition 
and is an indication for some type of surgical 
correction. 

TECHNIC 

Spinal anesthesia is preferred. The patient 
lies on his side and the leg is fully draped. 
Previous x-rays should be made with a special 
measuring rod strapped into place so that the 
size of the femoral head and acetabulum can 
be accurately calculated. At least three dif- 
ferent sized prostheses should be on hand. In 
this way, the danger of breaking the bone is 
minimized and an accurate fit is assured. The 
operation can easily be performed in about 
one hour. Exposure is made through a postero- 
lateral incision that begins about a hand’s 
breadth below the posterior superior spine 
and courses downward across and to about five 
inches below the greater trochanter. The 
gluteus maximus muscle is separated by blunt 
dissection from below upward and there is 
very little bleeding. Usually hemostads are 
applied and removed and it is not necessary 
to tie a single bleeder during the entire op- 
eration. Usually it is not necessary to divide 
the abductor muscles at their attachment to 
the greater trochanter. By retraction the cap- 
sule of the hip joint is brought fully into 
view. Division of the capsule longitudinally 
and at its femoral margin gives beautiful ex- 
posure of the hip joint. The hip can easily 
be dislocated when the limb is brought into 
flexion, adduction and internal rotation. In 
ununited fracture cases the head is readily 
removed with two special screws. The stump 
of the neck is trimmed low to its base. The 
neck and femoral shaft is hollowed out with 
the rasp. Bone chips and crumbs are packed 
in the fenestrations of the prosthesis and it is 
fitted accurately into place. Care should be 
taken that the fin of the prosthesis is toward 
the dorsal surface of the greater trochanter. 
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This preserves the normal antiversion of the 
femoral neck. The proper fitting head should 
be easily reduced into the socket and allow a 
full range of joint motion. A special brace 
with turnbuckles between the knees prevents 
adduction of the thighs for three weeks until 
soft tissue healing is complete. 


RESULTS 


This method has been used in thirty-three 
cases during the past one and one half years. 
There is no question about vitallium’s being 
passive in the tissues. It should last indetin- 
itely. The durability of the bone with this 
type of appliance has been used in an addi- 
tional case to replace the head of the hu- 
merus. 


In general, the results have been very grati- 
fying. In one case the patient after about two 
months walked in a normal fashion. In an- 
other case a cup arthroplasty was done on 
one hip followed in two weeks by a prosthesis 
on the other side. This patient likes the pros- 
thesis so much better than the cup that she 
is coming back into the hospital and has re- 
quested that the cup be removed and a pros- 
thesis be inserted in its place. 

This article is intended to be strictly in the 
nature of a preliminary report. End results 
cannot be evaluated for many years. 


There have been no operative infections. 
The results have been satisfactory with the 
exception of the following complications: 


One irresponsible patient with an early 
model straight prosthesis dislocated his hip. 
He had not been protected in abduction. With 
reduction and protection the result was most 
satisfactory. 


In another early patient with a straight 
prosthesis the rim of the acetabulum was 
fractured from too much force at the time of 
reduction and the hip was dislocated. This 
was corrected later by changing to the present 
better designed prosthesis. 

Another patient, a mental case at the State 
Hospital, died of pneumonia one week after 
surgery. Autopsy revealed complete involve- 
ment of the lungs. The hip was healing nicely. 


SUMMARY 


A preliminary report of a new self-locking 
vitallium prosthesis is presented. The results 
of thirty-three cases so far, while not conclu- 


November 1952 


sive, are most encouraging. The patients will 
be kept under close observation and a subse- 
quent report will be made. 


It is hoped that there will be evolved a 
method that will relieve suffering and correct 
crippling in these distressing hip joint condi- 
tions, many of which have been considered as 
unsolved problems. 


DISCUSSION (Abstract) 


Dr. Dana M. Street, Memphis, Tenn.—Dr. Moore 
is pioneering this fascinating new field. 


The current intense interest in hip replacement 
prosthesis is shown by the fact that some thirty-odd, 
repeat odd types of prostheses have already appeared 
in this country, to which I should like to add one 
more. 


There are three main classes of prostheses. The 
first, of smaller size, replaces only the femoral head, 
and consists of a head which is seated on the femoral 
neck and stem which obtains anchorage in the can- 
cellous bone of the neck and also in the lateral cortex 
below the greater trochanter. These may be of either 
plastic or metal, or a combination of the two. The 
Judet type has been the most widely used and employs 
an acrylic head and stem constructed in one piece 
with a metal reinforcement in the stem. The J. E. M. 
Thompson or “light bulb” modification is of vitallium 
and obtains a plug fit in the upper part of the neck 
and tapers into a three flanged nail for the lower 
neck and cortex. The Naden-Rieth prosthesis is of 
steel with a deeply cupped head on a three flanged 
nail. The Roger-Anderson type has a plastic head 
on a round metal shaft. Still others, patterned after 
the Judet, are made of nylon. 


There ®eems to be a definite indication for this class 
of short prosthesis in cases with destruction of the 
femoral head but with neck of good length and cancel- 
lous texture as in avascular necrosis. 


The second class is that in which a head fits onto 
a stem which in turn is anchored to a plate screwed 
onto the lateral surface of the femur. The Jaenichen- 
Collison prosthesis is representative of this group. 1 
am not sure whether there is a clear cut indication 
for this type of prosthesis and should like to ask Dr. 
Moore’s opinion upon it. 

The third class is that replacing the head and 
neck of the femur by a larger prothesis extending 
down into the medullary canal for anchorage. There 
are several models of these. All are tapered to fit 
snugly in the upper portion of the canal. The Moore 
and Fred Thompson have a flat fin, the Eicher a three- 
flanged nail, the McBride a plug with screw threads. 
Dr. Moore’s has a probable advantage in having win- 
dows thereby increasing the fixation and allowing 
cross-circulation. There seem to be cases in which 
such an intramedullary prosthesis is definitely indi- 
cated, for example, an elderly patient with ununited 
femoral neck fracture in which the neck has absorbed. 


My own experience has thus far been limited to 
the use of the small type of prosthesis in 15 hips. 
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Thirteen of these were for avascular necrosis of the 
femoral head. I am looking forward to trying one of 
Dr. Moore’s prostheses when I have a suitable can- 
didate. 


Dr. Moore (closing)—Enthusiasm in the use of hip 
prostheses should be restrained until a large number 
in use over a long time justifies their continuance. 


Concerning the question asked by Dr. Street, I do 
not believe a prosthesis that is screwed or bolted to the 
femoral shaft will last. Weight bearing stress that is 
carried to the screws causes breakage from fatigue and 
crystallization. 


The ideal prosthesis is one that is dynamig and is 
so designed that the stress is so distributed that the 
bone not only tolerates it without breakage but reacts 
to it constantly by hypertrophy and _ thickening 
wherever and whenever necessary to react to the strain 
and stress that is thrown upon it. In this way, fig- 
uratively, the prosthesis becomes a part of the living 
bone. 





DIFFERENTIAL DIAGNOSIS OF 
NECK TUMORS* 


By James W. HeEnprick, M.D., F.R.C.S. 
San Antonio, Texas 


Tumors are frequently encountered in the 
neck; it is essential to make an accurate clin- 
ical diagnosis and utilize the mode of therapy 
which will effect a cure. A careful history is 
valuable; tumors and cysts which have been 
present for years are usually congenital in 
origin in contrast to those present for a pe- 
riod of months which are more probably 
neoplastic, and those present for a period of 
days, inflammatory. Pain early signifies, in 
most instances, an inflammation; when de- 
veloping late it represents a neoplasm with in- 
vasion of the surrounding structures. 


Since certain malignant lymphomas respond 
favorably to adequate irradiation therapy, 
there is a tendency for some clinicians to ir- 
radiate all neck tumors without an accurate 
diagnosis. This practice is so unscientific that 
it should not be considered. Before any type 
of therapy is administered, it is essential to 
make a histologic examination of representa- 
tive tissue from the tumor. When there is 
involvement of lymph nodes, an entire node 
representative of the group should be excised 
remembering that the pathologist can pass 
only on material submitted. The most acces- 
sible node may not be representative. 


_— 


*Read in Section on Surgery, Southern Medical Association, 
Te Fifth Annual Meeting, Dallas, Texas, November 5-8 
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In the present series of cervical tumors 
(Table 1) approximately 35 per cent repre- 
sented metastases from the nasopharynx, 
mouth, neck or below the clavicle. It is es- 
sential not only to diagnose the metastases in 
the neck but to determine the site of the 
primary cancer in order that adequate therapy 
may be administered to it as well as to the 








LOCATION OF 1003 CONSECUTIVE CERVICAL TUMORS 


Thyroglossal tract abnormalities Bee ee aee ae 
Branchiogenic cysts, fistulas, and carcinomas............. 58 
Cystic hygroma........ e + Famer Oda aGinns Gavan 14 
Carotid body tumors.... 7 8 


Discrete adenomas, carcinomas of the thyroid, 
and lymph node metastases 184 


Riedel’s struma, unilateral a ere 13 
SUNT GEE IR. oo a5 oii ko oni ccbscud cscs, iat 
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Metastases from cancers of the lip..................... . 42 
Metastases below the clavicle Ae Ny Te 21 
Malignant lymphomas, lymphosarcomas, Hodgkin’s 

disease, and lympho-epitheliomas sins tp Sch Teaia D.C 
Miscellaneous ......... ip st SAR des See aces 
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CLASSIFICATION OF TUMORS OCCURRING IN 
THE NECK 


(1 


~ 


Branchiogenic anomalies 
Cysts, fistulas, and carcinomas 
(2) Thyroglossal tract abnormalities 
Cysts, fistulas, and carcinomas 
(3) Thyroid tissue tumors 
Adenomas, primary malignancies, chronic thyroiditis 
and Riedel’s struma 
Salivary tissue tumors 
Mixed tumors, cysts, primary malignancies and 
inflammations 
(5) Parathyroid tissue tumors 
Adenomas and carcinomas 
(6) Primary tumors of the lymph nodes 
Hodkin’s disease, lymphosarcoma, lympho-epithelioma, 
endotheliomas, leukemia and reticulum cell sarcoma 
(7) Tumors of blood and lymph vessels 
Hemangiomas, lymphangiomas, hemangio-endotheli- 
omas, cystic hygroma, congenital and traumatic 
arteriovenous aneurysms 
Benign tumors 
Lipomas, dermoids, sebaceous cysts, athermatous cysts, 
fibromas, adenomas, chondromas, myxomas, and 
xanthomas 


~ 
_ 


(8 


(9) Primary nerve tissue tumors 
Neurofibromas, neuroblastomas, ganglioneuromas, and 
carotid body tumors 

(10) Inflammatory lesions 
Tuberculous lymphadenitis, Mikulicz’s disease, Boeck’s 
sarcoid, non-suppurative and suppurative lymphade- 
nitis, diffuse cellulitis, actinomycosis, sporothrichosis 
and blastomycosis 

(11) Secondary tumors of the neck 
Metastases from nasal and buccal cavities and lips 
Metastases from the skin 
Metastases from the larynx, pharynx, and esophagus 
Metastases from below the clavicle 








TABLE 2 
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lymph nodes involved. The classification 
(Table 2) of tumors of the neck given here is 
a modification of several authors. ® 1° 12 14 20 


A rational approach to the diagnosis and 
treatment of congenital anomalies and ves- 
tigial rests encountered in the neck requires 
an understanding of the embryology of these 
structures, which has been previously dis- 
cussed.?° 

There were 265 tumors and cysts associated 
with the thyroid gland and thyroglossal tract 
in the present series of cervical tumors. These 
lesions occur in or near the midline, anywhere 
from the foramen cecum to the suprasternal 
notch, and may be represented by a cyst or 
solid tumor. Dermoids, lipomas, lymphomas, 
and occasionally an inflammatory lymph node 
are the only other tumors occurring in the 
midline. Lingual goiters have been observed 
by the author in the region of the foramen 
cecum, substance of the tongue, and the 
suprahyoid area. Recently a patient was seen 
with a papillary carcinoma occurring in a 
thyroglossal tract cyst situated in the supra- 
hyoid area. Anomalies of the thyroid may also 
be found in the pyramidal lobe and this 
aberrant tissue may represent all of the pa- 
tient’s thyroid. Thyroid tissue tumors located 
in the region of the foramen cecum, substance 
of the tongue, suprahyoid or pyramidal lobe 
may become quite large and, when in the re- 
gion of the foramen cecum or substance of 
the tongue, produce difficulty in swallowing. 

The pyramidal lobe of the thyroid is sit- 
uated to the left of the midline and frequently 
extends from the isthmus to above the level ol 
the hyoid bone. A tumor in this area may 
represent an adenoma, cyst or thyroid tissue 
which was overlooked during a thyroidectomy 
for exophthalmic goiter if the operation did 
not include removal of the pyramidal lobe. 
In the latter, there may be marked hyper- 
plasia with a finger-like projection of tissue 
from the isthmus to the hyoid bone. A pa- 
tient (female) was observed by the author 
with a solid tumor at the level of the hyoid 
bone, slightly left of the midline, which, at 
operation, was found to be fetal adenoma 
containing papillary adenocarcinoma. 

Discrete adenomas of the thyroid may oc- 
cur in either of the lateral lobes or isthmus; 
the latter position is less frequent. These 
tumors are more significant than multinodu- 
lar goiters and represent, in most instances, 
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encapsulated fetal thyroid tissue which may 
be encountered in any age group. Their 
growth is slow but persistent and eventually 
cystic changes or malignant transformation 
may occur or the tumor may be drawn into the 
chest by pressure and respiratory movements. 
Seventeen per cent of discrete adenomas in 
this group,5* had undergone malignant trans- 
formation. Enlarged lymph nodes in the 
jugular chain or posterior triangle of the neck 
may be the first symptom of carcinoma of the 
thyroid. 

Recently a 44-year-old woman was observed with a 


- 


cystic tumor 5 or 6 cm. in diameter situated at the 
angle of the mandible on the right side of the neck. 
It had been present six years. The right lobe of the 
thyroid was normal on examination. A clinical diag- 
nosis of branchiogenic cyst was made but at operation 
metastatic carcinoma of thyroid tissue origin was found. 
A small papillary adenocarcinoma which measured less 
than | cm. in diameter was found in the homologous 
lobe of the thyroid. 


A second case was a 2l-year-old man who had a 
small tumor in the right lobe of the thyroid for a 
period of five or six years and had been advised by 
his family physician that “it should not be removed 
until it bothered him.” Biopsy elsewhere of an en- 
larged lymph node in the posterior triangle of the 
neck revealed papillary adenocarcinoma of thyroid 
origin. 

It was formerly taught that thyroid tissue 
occurring in the lateral triangle of the neck 
represented aberrant thyroid tissue but it is 
appreciated at the present time that it repre- 
sents metastatic malignancy from a carcinoma 
in the homologous lobe of the thyroid.4 

Chronic thyroiditis, either in the form of 
Riedel’s struma or Hashimoto’s disease is en- 
countered in approximately 3.5 per cent of all 
lesions involving the thyroid. Riedel’s struma, 
especially unilateral, may resemble primary 
thyroid malignancy. The first manifestations 
of Riedel’s struma are pain in the region of 
the lateral lobe of the thyroid, elevation of 
temperature, difficulty in swallowing, a sense 
of pressure, and the presence of a hard tumor. 
Recently three cases of Riedel’s struma were 
observed in which only one lobe was involved 
presenting a sizable immobile, hard, tender 
tumor. At operation, the involved lobe of 
the thyroid gland was hard in each case and 
fixed to the surrounding tissues and strap 
muscles. Caution must be exercised when 
operating upon these cases to prevent injury 
to the recurrent laryngeal nerve. In this series 
of cervical tumors unilateral Riedel’s struma 
was found in 13 instances. 
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Thyroglossal tract cysts and fistulas repre- 
sent embryologic remnants of the fetal thy- 
roglossal duct which extends from the fora- 
men cecum at the base of the tongue to the 
suprasternal notch. Any epithelial tissue 
which remains between these points may pro- 
duce a thyroglossal cyst or fistula. Thyroglos- 
sal tract abnormalities are more frequently 
encountered in children but may be observed 
at any age. Sixty per cent of a group of 105 
cases reported by Ward and Hendrick?® oc- 
curred between birth and ten years of age. 
These abnormalities occur as cysts or fistulas 
in or near the midline of the neck and are 
important because they may be the seat of 
repeated inflammatory diseases and cosmetic 
disfigurement. Infection frequently develops 
in these cysts, which may vary from the size 
of a pea to a golf ball, producing an extensive 
cellulitis with a condition termed “‘bull neck.” 
A cyst situated in the substance of the tongue 
or the suprahyoid area may produce a chok- 
ing sensation with swelling of the tongue. It 
cannot be too frequently stressed that these 
cysts should not be lanced unless they ‘are 
infected and show evidence of suppuration; 
this treatment only invites infection and re- 
sults in a persistent draining, infected sinus. 


Branchiogenic cysts and fistulas occur along 
the anterior lateral side of the neck from the 
supra-auricular region to the clavicle, most 
commonly at the angle of the mandible and 
may occur at any age.'%!7 Branchiogenic 
fistulas may be congenital or result from in- 
cision and drainage of a cyst. Injection of a 
branchiogenic fistula with iodized oil may 
demonstrate that the tract above the level of 
the hyoid bone is deep and may enter the 
lateral wall of the pharynx in the region of 
Rosenmueller’s fossa. Branchiogenic cysts are 
usually superficially situated, movable in the 
horizontal and vertical planes and may attain 
large sizes to become rather disfiguring. As- 
piration of the cyst yields in most instances a 
thick transparent, mucoid material which 
signifies that the cyst is lined with columnar 
epithelium. On the other hand, the fluid may 
be milky containing cholesterol crystals which 
indicates that it is lined with squamous epi- 
thelium. The presence of cholesterol crystals 
in the aspirated material proves that the cyst 
is of branchiogenic origin. Since branehio- 
genic cysts are lined with epithelial elements, 
malignant transformation may take place. 
Ward and Hendrick?° report that in a group 
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of 70 branchiogenic anomalies, 10 per cent of 
the cases underwent malignant transforma- 
tion. When this occurs one area of the cyst 
wall or the entire cyst becomes hard and im- 
mobile; the patient may have involvement of 
the brachial plexus, the cervical sympathetics, 
and difficulty with deglutition and respira- 
tion. 


Cystic hygroma is a benign, multilocular, 
cystic tumor of lymphatic origin lined with 
endothelium.'® It occurs most frequently in 
the neck and appears in most instances im- 
mediately after birth or before ten years of 
age. This tumor results from sequestrated, 
embryonic lymphatic tissue that retains its 
growth potential by developing membranous 
sprouts from the lining walls of cystic spaces 
along the jugular sacs in the embryo. These 
small cysts enlarge and extend along fascial 
planes, penetrate muscles, surround larger 
blood vessels, and form multilocular cysts of 
varying sizes. Their growth, as a rule, is slow, 
permitting the surrounding structures to ac- 
commodate themselves to the enlarging cystic 
mass. Occasionally rapid growth may occur 
and the cyst reach immense size within a pe- 
riod of days or weeks to produce embarass- 
ment to respiration and deglutition. 


Carotid body tumors have origin in the 
carotid triangle; they are infrequently en- 
countered but during their slow and _persist- 
ent growth they may undergo malignant 
change jeopardizing the life of the patient. Of 
eight carotid body tumors observed by the 
author,? two were bilateral. Carotid body tu- 
mors most commonly occur at the angle ol 
the mandible deep beneath the anterior bor- 
der of the sternomastoid muscle. Occasionally 
they hay have.a higher or lower location, as 
shown in a previous communication® in which 
there were abnormal bifurcations of the caro- 
tid artery. Since carotid body tumors occur in 
the crotch of the carotid artery and are deep- 
ly situated, when small they are slightly mov- 
able laterally but not vertically; larger tumors 
extend toward the base of the skull behind 
the angle of the mandible and may encroach 
on the lumen of the pharynx producing diffi- 
culty in deglutition. By placing one finger of 
the hand in the mouth and pressing on the 
lateral wall of the pharynx and the fingers ol 
the other hand beneath the angle of the man- 
dible over the tumor, the origin of these neo- 
plasms may be determined. The percentage ol 
malignant transformations in carotid body 
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tumors varies with different authors, ranging 
from 20 to 50 per cent.!! Two tumors in this 
series had undergone malignant change as 
shown by invasion of the capsule and sur- 
rounding structures. 

Salivary tissue tumors are frequently en- 
countered in the neck; they may represent 
inflammatory lesions resulting from calculi 
blocking the submaxillary or parotid ducts, 
sarcoidosis, Mikuliciz’s disease, primary ma- 
lignant lymphomas, mixed and primary ma- 
lignant tumors. Neoplasms originating in 
salivary tissue should be readily diagnosed as 
they are situated either in the submaxillary, 
parotid, or aberrant salivary tissue and are 
easily palpated. Bimanual examination of 
tumors in the region of the submaxillary 
gland has proved advantageous in differential 
diagnosis; a gloved finger of one hand is 
placed in the mouth and the other hand over 
the tumor which permits the location, con- 
sistency and other details to be determined. 
Calculi in the submaxillary duct may be de- 
tected by bimanual or roentgen examination. 

Mikuliciz’s disease which is an infectious 





Papillary adenocarcinoma of thyroid gland developing in 
discrete adenoma of left lobe. Photomicrograph shows typi- 
cal papillary adenocarcinoma with blood vessel invasion. 
lreatment: Left hemithyroidectomy. Left radical neck dis- 
section. Patient given 6,000 r. x-ray therapy. No recurrence. 
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granuloma often occurring bilaterally may in- 
volve any salivary tissue but is more fre- 
quently encountered in the parotid than in 
the submaxillary gland and the lacrimal ap- 
paratus may also be implicated. The salivary 
tissue affected becomes enlarged, painful, ten- 
der, and the disease is accompanied by a low- 
grade temperature.® 1° 

Mixed tumors are the most frequent neo- 
plasms encountered involving salivary tissue. 
The first symptom noted by the patient is a 
lump appearing in the parotid or submaxil- 
lary region which may be present for months 
or years before medical attention is sought. 
The smaller tumors are smooth in contour, 
non-tender, and movable but as they enlarge 
they become nodular, immobile and displace 
rather than infiltrate the adjacent structures. 
The facial nerve is rarely involved even 
though it may be displaced by large benign 
mixed tumors of the parotid gland; this is in 
contrast to early involvement noted in pri- 
mary malignant tumors which result in facial 
paralysis.§ 142° A review of the anatomy of the 
parotid gland?° demonstrates it to be dumb- 
bell shaped; a superficial lobe lies in front of 
the ear with the isthmus extending around 
the angle of the mandible and a retroman- 
dibular lobe extending to the wall of the 
pharynx. When a tumor originates in the 
retromandibular lobe of the gland, lateral 
extension is blocked by the ascending ramus 
of the mandible permitting the tumor to ex- 





Fic. 2 


Carcinoma, lower pole, parotid gland developing in mixed 
tumor which had been present for 10 years. Paralysis, lower 
branches of facial nerve. Treatment: Total excision, paroul 
gland. Right radical neck dissection followed by deep X-Tay 
therapy. 
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tend only medially toward the pharynx pro- 
ducing pressure in the tonsil region. 

The pathology of mixed tumors, as well as 
yarious forms of primary malignant tumors, 
has been carefully reviewed in a_ previous 
communication.?® Seventy-five per cent of 
salivary tissue neoplasms involve the parotid 
gland. Frequently, following inadequate re- 
moval of a benign, mixed tumor, there is a 
recurrence immediately or after a long interval 
which may resemble a malignancy by infil- 
trating the surrounding structures, but it sel- 
dom metastasizes. Broders, Figi and Erich® 2° 
consider all mixed tumors of salivary tissue 
origin to be of low grade malignancy. 

Adenomas and cysts which are infrequently 
encountered in salivary tissue begin as en- 
capsulated nodules and are thought by some 
to resemble fetal adenomas of the thyroid in 
their tendencies to become cystic and later 
undergo malignant transformation.® They are 
most frequent in the upper lobe of the parotid 
gland and occur as encapsulated, solid or 
cystic masses, deep in the substance of the 
gland or near its surface. 

A review of a series of salivary tissue tumors® 
revealed 13 per cent to be primary malignan- 
cies; and 10 per cent were mixed tumors 
which had undergone malignant transforma- 
tion. Primary malignancy of the parotid 
gland more frequently develops in the upper 
pole or in the retromandibular lobe, has a 
history of rapid growth, and is more com- 
monly encountered in an older age group. 
However, the author has observed several 


Fic. 3 


Sarcoma, left submaxillary gland. Patient observed tumor 
beneath mandible for the past year. Treatment: Excision of 
left submaxillary gland, left radical neck dissection, right 
suprahyoid neck dissection followed by deep x-ray therapy. 
NO recurrence. 
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cases under 20 years of age and three under 
five years. Pain is an early symptom and is 
produced by rapid expansion of the capsule 
with infiltration of the tissues and pressure 
over the sensory nerves. The facial nerve is 
involved early in approximately 35 per cent 
of cases, resulting in paralysis of the in- 
nervated muscles. The tumor is hard and 
invades the adjacent tissue, skin and mandi- 
ble early. Primary malignancies of the 
parotid and submaxillary glands metastasize, 
not only to the regional lymph nodes, but also 
to the lung and osseous system. Several his- 
tologic varieties may be encountered. When 
a salivary tissue tumor is observed with a his- 
tory of rapid growth, pain and paralysis of the 
muscles innervated by the seventh cranial 
nerve, malignancy should be suspected and 
roentgenologic examination should be made 
of the zygoma, mandible and base of the skull 
to determine whether these structures are 
involved. 


Primary malignant lymphomas may be clas- 
sified as follows: Hodgkin’s granuloma, 
lymphosarcoma, lympho-epithelioma, reticu- 
lum cell sarcoma and giant follicle lym- 
phoma.® 1 Approximately 75 per cent of the 
primary malignant lymphomas have origin in 
the cervical area! and it may be necessary 
to differentiate these from constitutional dis- 
eases in which lymph nodes are involved, and 
other primary tumors and metastatic malig- 
nancies. In a few instances enlarged lymph 
nodes have been observed in other areas of 
the body at approximately the same time they 





Malignant carotid body tumor which had been present for 
16 years. During past several months developed rapid 
growth. Patient had pain in left ear and difficulty in swal- 
lowing. Tumor had invaded capsule and infiltrated left 
sternomastoid muscle. Treatment: Radical neck dissection 
with preservation of common and internal carotid arteries. 
No recurrence seven years later. 
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are found in the cervical area; however, this 
is unusual. Hodgkin’s disease, the most com- 
mon of this group, is first evidenced by in- 
volvement of an enlarged lymph node, usually 
discrete, measuring from 1 to 3 cm. in di- 
ameter. The node at first is movable, smooth 
and rubbery in consistency. As it enlarges and 
the disease progresses, the nodes in the im- 
mediate vicinity become involved and matted 
together to form large nodular masses simulat- 
ing tuberculous lymphadenitis. In approxi- 
mately seven per cent of these cases, multiple 
nodes on both sides of the neck are involved 
simultaneously presenting a horse-collar type 
neck.15 The first node to become involved 
may be in the submental or submaxillary 
area, at the angle of the mandible or in the 
substance of the cheek. Early histologic 
changes of a node will show an increase in 
fibrous tissue, lymphocytes and eosinophils. 
The presence of large, multinucleated, giant 
cells (Reed-Sternberg cells) in variable num- 
bers is pathognomonic of the disease. 

The lymphosarcoma group of primary ma- 
lignant lymphomas is much more malignant 
than Hodgkin’s disease and these tumors are 
found in any area of the body where lymph 
tissue is present. Most frequently the earliest 
manifestation of the disease is a discrete node 
occurring in the cervical area which is dis- 
tinguished from other malignant lymphomas 





Aneurysm, left carotid artery. Thyroidectomy five years 
previously. Expansile tumor, left side of neck. Treatment: 
Excision of aneurysm. 
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by early invasion of the capsule and infiltra- 
tion of the surrounding tissue which produces 
large, bulky adherent growth.®°?° When 
lymphosarcoma develops in a node or group 
of nodes beneath the sternomastoid muscle, it 
appears to lift this structure causing it to 
bulge forward. As the tumor infiltrates the 
surrounding tissue, there is invasion of the 
pharynx, trachea, esophagus, and the ad- 
ventitia of the vessels with obstructive symp- 
toms. Histologically, lymphosarcomas have 
a rather uniform cell type with large lymph- 
ocytes, hyperchromatic nuclei and limited 
stroma. 

Lympho-epitheliomas or transitional cell 
carcinomas develop most commonly in the 
upper anterior area of the neck just behind 
the angle of the jaw, in the pharynx or naso- 
pharynx.!® This group of tumors has origin 
in the lympho-epithelial elements and they 
are encountered in the pharynx, base of the 
tongue, soft palate, pillars of the fauces, or 
occasionally in the cheek. They are an inter- 
esting group in that they are classified neither 
as epithelial malignancies nor malignant 
lymphomas, neither fish nor fowl, but have 
some characteristics of both. Hertzler? has 
termed this group of tumors ‘outlaws in on- 
cology.” ‘These tumors are highly malignant, 
anaplastic, and very sensitive to adequate irra- 





Fic. 6* 


Branchiogenic cyst undergoing carcinomatous change. Sixty- 
two-year-old male patient with mass left side of neck of eight 
years duration. During past year tumor has undergone 
rapid growth with pain on deglutition and difficulty with 
respiration. Tumor is very hard and firm. Treatment: 
Radical excision of tumor including left radical neck dis- 
section with excision of lower half of parotid gland with 
dissection extending to left lateral pharyngeal wall. Horner's 
syndrome and paralysis of mandibular branch of facial nerve. 
No recurrence. 
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diation therapy. The first symptom may be 
severe pain deep beneath the angle of the man- 
dible referred to the ear which frequently 
precedes the appearance of the tumor in the 
neck, pharynx, or nasopharynx by several 
weeks. On the other hand, the first evidence 
of the disease may be an immobile tumor at 
the angle of the jaw or in the region of the 
pharynx, base of the tongue, buccal mucous 
membrane, or tonsil pillar. Repeated exam- 
inations of these areas may not reveal the 
presence of a tumor even weeks or months 
after the appearance of the tumor in the 
cervical area. At first the lymph node or 
nodes involved are discrete and mobile; as the 
disease progresses, adjacent nodes become in- 
volved. The capsule is invaded early, with 
infiltration of the surrounding structures, 
that is, nerves, muscles, and vessel walls. In a 
substantial percentage of cases this disease re- 
mains unilateral and discrete during its en- 
tire course. 


Adenomas and cysts of the parathyroid 
gland have assumed surgical significance since 
Mandl of Vienna first reported the removal 
of a parathyroid adenoma in 1925 for general- 
ized osteitis fibrosa cystica.2 *° Three types of 
tumors may involve the parathyroid gland: 
adenoma, cyst, or carcinoma. Parathyroid 
adenomas are infrequently encountered and 
in most instances are less than 1.5 cm. in di- 
ameter. They are in close relationship to the 





Fic. 7° 


Thyroglossal tract cyst, infrahyoid area. 


\ Treated for several 
years with iodine for goiter. 
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posterior surface of the thyroid gland in about 
90 per cent of cases and 10 per cent may be 
situated anywhere in the lateral area of the 
neck or superior mediastinum. In only one 
instance in a series of eight cases previously 
reported by the author could the parathyroid 
adenoma, which measured 2.5 cm. in diam- 
eter, be palpated as a distinct tumor. Fre- 
quently osseous changes or repeated urinary 
calculi are the first symptoms of this disease. 
Neurofibromas which arise from nerve tis- 
sue occur most commonly in the mid-neck 
anywhere along the distribution of the nerves. 
These tumors are of low-grade malignancy, 
deeply located, immobile, discrete and firm. 
Dermoid cysts, lipomas and myxomas are 
frequently seen in the neck and may be super- 
ficial or deeply located. The most common 
sites are the back of the neck, just beneath the 
chin, or above the clavicle. Their growth is 
slow but if they are permitted to persist they 
become large and disfiguring to produce pres- 
sure on surrounding structures. When they are 
irritated, either by an inflammatory process or 
by injudicious irradiation, they become firm, 
painful, tender, and the skin becomes red and 
indurated assuming the appearance of a rap- 
idly developing sarcoma. Lipomas are well 
encapsulated; their lobulated appearance us- 





Fic. 8* 


Cystic hygroma, right side of neck in four-year-old child. 
This had been present since shortly after birth. History: 
Gradual increase in size. Four days before admission to hos- 
pital there was rapid increase in size of the tumor pro- 
ducing difficulty with respiration. This type of cyst fre- 
quently shows rapid growth with marked embarrassment of 
respiration and deglutition. 





*Figs. 6, 7 and 8 from Ward, Grant E.; and Hendrick, 
James W.: Tumors of the Head and Neck. Baltimore: The 
Williams and Wilkins Company, 1950. Reproduced by per- 
mission. 
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ually permits accurate diagnosis. Myxomas 
are not so frequently encountered as lipomas; 
they are more deeply located and diffuse, 
tending to insinuate themselves between the 
fascial planes as they enlarge. When malig- 
nant transformation occurs, the tumor be- 
comes firm and immobile. 


Tuberculous lymphadenitis formerly was 
observed often in large clinics but now only 
an occasional case is seen; this disease occurs 
more often in children or young adults and 
first manifests itself as an enlarged non- 
tender, discrete lymph node or nodes varying 
in size from 2 to 4 cm. in diameter along the 
anterior border of the sternomastoid muscle. 
At first the nodes are mobile but when peri- 
adenitis develops, they become matted to- 
gether to form a conglomerate mass and not 
infrequently the tissue over the mass becomes 
bluish or reddish in color. Later the center 
breaks down with a discharge of caseous pus; 
low-grade temperature may also be present. 


The development of a discrete, enlarged, 
hard cervical lymph node in the neck of an 
adult, in most instances, represents metastasis 
from a primary cancer of the pharynx, naso- 
pharynx, larynx, mouth, lip, skin of the head 
or face, or occasionally from a viscus below 
the level of the clavicle. It is estimated that 50 
per cent of asymmetrical enlargements of 
cervical lymph nodes in patients 50 years of 
age represent metastatic carcinoma.‘ 14 2° Met- 
astatic cervical cancer occurs more frequently 
than any other malignant neoplastic disease in 
the neck.?! The cervical lymph nodes most fre- 
quently involved by metastasis are the pre- and 
retrovascular, submaxillary, preglandular, sub- 
mental, the internal jugular chain, subdigas- 
tric, and those along the spinal accessory 
nerve. A careful examination should be made 
to determine the primary focus of the disease 
which includes careful survey of the parana. 
sal sinuses, nasopharynx, mouth, pharynx, 
larynx, esophagus, skin of the head and neck, 
and investigation below the clavicle. To em- 
phasize this very important point, recently a 
13-year-old boy was observed who had re- 
ceived irradiation therapy elsewhere to an en- 
larged lymph node in the left side of the neck 
which was thought by the clinician and ra- 
diologist treating it to represent a malignant 
lymphoma. Three months later another node 
developed in the same area and, in addition, 
the patient developed a cough. Upon careful 
examination by the author, a malignant testi- 
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cular tumor was found with extensive me- 
tastasis to the left chest and left cervical area. 


Aspiration biopsy is useful in the diagnosis 
of many cervical tumors; this procedure in no 
way alters the course of the disease and any 
theoretical danger of dissemination of the 
tumor by this method of examination is out- 
weighed by the accurate information which 
may be obtained. Some pathologists are not 
experienced in this method of studying biopsy 
material but it has been found valuable by 
the author in many cases in determining 
whether the growth was primary, metastatic, 
tuberculous, sarcoid, or inflammatory in ori- 


gin. 
SUMMARY 


Tumors arising in vestigial rests can be 
diagnosed almost with certainty as well as 
tumors of vascular and lymphatic origin. A 
careful history is of utmost importance in the 
diagnosis of cervical tumors. If the tumor has 
been present for a period of years, it is prob- 
ably vestigial in origin; it is more than prob- 
ably neoplastic if present for a period of 
months; and when there is a history of only a 
few days or weeks duration, in most instances 
it is inflammatory in origin. 

A careful survey should be made to discover 
the site of the primary tumor when an en- 
larged, hard, asymmetrical lymph node is en- 
countered in an adult. This examination 
should include the nasopharynx, pharynx, 
mouth, larynx, lip, and the viscus below the 
level of the clavicle. 
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DISCUSSION (Abstract) 


Dr. Bromley S. Freeman, Houston, Tex—In this 
fascinating field we tend to devote a major portion of 
our time and interest to those rare lesions which in- 
trigue us by their esoteric qualities and dwell on 
schwannomas, chordomas, plasmocytomas and _ their 
like. It is in this particular field that we should re- 
member the aid that can be obtained by judicious and 
specific x-ray studies. As an example, a hard, fixed 
parotid tumor was present in a 214-year-old boy for 
two months before the diagnosis of mumps was given 
up and the patient referred to us. A sialogram, the 
day before the scheduled surgery, demonstrated normal 
parotid gland structure and a soft tissue swelling 
suspiciously like a hematoma. Needless to say, the 
operation was cancelled and the “tumor” absorbed 
in a few weeks. 

In Dr. Hendrick’s impressive figures, and more spe- 
cifically in our own figures, all the primary malig- 
nancies of the neck do not add up to the number of 
metastatic carcinomata seen. Although statistics have 
no place in the diagnosis of the individual patient, we 
must remember as an important dictum in the diag- 
nosis of tumors of the neck, that metastatic cancer 
is the primary diagnosis until its probability is ex- 
cluded. 

Hardness, unilaterality and brief duration are the 
significant signs of a metastasis and we should then 
look for symptoms of change in hearing, swallowing, 
breathing, speaking. As outlined by Dr. Hendrick, 
a clinical history is by far the most important pro- 
cedure in this differential diagnosis. Frequently em- 
phasized but much less frequently carried out is the 
careful, thorough investigation of the oral, nasal and 
pharyngeal cavities in every case of tumor of the neck. 
It is as absurd to relegate this study to the ear, nose 
and throat specialist as it would be for a chest surgeon 
to relegate his bronchoscopies. Anyone who desires to 
treat tumors of the neck, be he a radiologist or a 
surgeon, must do his own examinations of the naso-, 
oro- and hypopharynx. With a good light, a speculum, 
mirrors and occasionally a drop or two of a topical 
anesthetic often it can be a matter of minutes to rule 
ik or out a primary malignancy in this vital and pro- 
ductive area, although some of the more cryptic pri- 
maries are loth to give up their hiding place to 
anyone. Unless the primary is known, we must re- 
member that there are no real cures in metastatic 
@rcinoma of the neck. Too many of us reach for a 
knife instead of a tongue depressor. 
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DIAGNOSIS AND TREATMENT OF 
CHRONIC AMEBIASIS* 


By Rye A. Rapke, M.D.t 
Fort Knox, Kentucky 


The occurrence of a syndrome in chronic 
amebiasis which could lead to clinical sus- 
picion of the presence of the disease was sug- 
gested to me by the frequency with which 
people were referred to our clinic at Fort 
Knox by patients previously treated by us 
with the statement that, “Your symptoms are 
similar to those which I had, therefore, you 
must have amebiasis too.” Such a happening 
would not have aroused my suspicion except 
that most often the referring lay person was 
correct. Last year I attempted to synthesize 
our efforts at reducing to words the syndrome 
which led to these correct clinical surmises by 
lay persons.!. Since that time we have had 
many chances to corroborate the syndrome 
both in patient referrals and, also, in persons 
with reinfection or treatment failure recru- 
descence of symptoms coming into the clinic 
and announcing that they had the disease 
again. A surprising number of such self- 
diagnoses have been correct. 


The cardinal symptoms of the syndrome are 
intermittent exacerbations of precipitate 
stools, diarrhea, lower abdominal cramps in 
a tired, flatulent individual with headache, 
joint aches and not infrequently allergic skin 
manifestations. Bloody stool, right upper 
quadrant pain radiating to the back and 
sphincter spasm are less frequently observed 
than are the symptoms described above. Pre- 
cipitate stool is defined as fecal urgency, a 
call to stool which requires instant compliance 
as opposed to the normal which permits ample 
time for compliance and may even be disre- 
garded. Diarrhea is defined as watery stool. 
Precipitate stool and diarrhea are not synony- 
mous since we have encountered many persons 
with one and not the other. Sphincter spasm 
is defined as a short, sharp, knife-like pain in 
the rectum. 


Physical examination will usually reveal 
tenderness in one or both lower abdominal 





*Read in Section on Medicine, Southern Medical Association, 
Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 
1951. 


+Colonel, Medical Corps, United States Army, United States 
Army Hospital, Fort Knox, Kentucky. Now (November 1952) 
at United States Army Hospital, Tokyo, Japan, APO 1052, 
c/o P.M., San Francisco, Califernia. 
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quadrants, and a large tender liver is a fre- 
quent finding. Tenderness in the lower ab- 
dominal quadrants is defined as tenderness 
lateral to the rectus muscle and over the 
large bowel. 

Sigmoidoscopic examination will reveal 
lesions in more than 80 per cent. The lesions 
are of three types: the superficial erosion is a 
very superficial lesion frequently involving 
only the surface layers of the mucosa (Fig. 1). 
These range in size from 2 mm. to 1 cm. and 
more in diameter. The miliary abscess (Fig. 2), 
is pin-point to 2 mm. in size, raised, reddish- 
brown in color characteristically found in 
small groups of four or more. When pipetted 
such a lesion leaves a much larger submucosal 
defect demonstrating the burrowing beneath 
sound tissues so characteristic of Endamoeba 
histolytica. The ulcer is shallow, has sur- 
rounding normal mucosa which typically 
overhangs the edge of the ulcer. These range 
in size from the 4 mm. sized defect left by a 
recently ruptured miliary abscess to huge ul- 
cerations which tunnel beneath normal mu- 
cosa to join adjacent ulcerations. When ulcers 
are seen, miliary abscesses are also almost in- 
variably present. 





Fic. 1 


Rectal pouch mucosa showing superficial erosion (X 37). 
(A) Superficial erosion. 
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When all or an appreciable number of the 
symptoms and physical findings outlined 
above are present one is justified in making 
an all out attempt to demonstrate the causa- 
tive organism. The parasite can be demon- 
strated by direct smear, stained smear or by 
culture. Specimens can be secured by random 
stool, stool after saline purge, aspirations from 
lesions through the sigmoidoscope. Random 
stool and saline purge specimens should be 
examined by direct smear and, also, by flota- 
tion technic.? Specimens for examination and 
for culture should be selected from blood 
flecked mucus if present; if not, then from 
mucus along the margin of the stool. If lesions 
are not seen through the _ sigmoidoscope, 
mucus from the fecal stream should be pipet- 
ted from behind each valve of Houston and 
from the rectosigmoidal junction and from 
the area just above the anal canal. Best 
technic for demonstrating the organism in 
our hands if non-motile organisms or only 
cysts are seen is Alicna’s stain.* Figure 3 is a 
cyst stained by Alicna’s stain in wet prepara- 
tion. Figure 4 is a trophozoite, stained by the 
same technic. Culture technics by the score 
have been described. Our best results have 
been secured by Alicna’s rapid technic.* 

We have employed the sigmoidoscope in 
securing Our specimens in most instances in 
the cases presently to be discussed. Several 
interesting things have come out of this. First, 
the trophozoites secured in this manner are 
less lively than those found in a stool speci- 
men. Second, more of the organisms are 
secured, thus rendering identification more 
certain since it does not depend on a single 
specimen. Third, frequently cysts have been 





Fic. 2 


Rectal pouch mucosa showing amebic miliary abscesses (ac- 
tual size). (A) Unaspirated miliary abscess. (B) Aspirated 
miliary abscess showing submucosal extent. 
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pipetted from miliary abscesses leading us to 
believe that cysts are formed within the in- 
testinal tissues rather than in the lumen of 
the bowel as has been previously taught. 
Fourth, light has been shed upon the heal- 
ing mechanism in chronic amebiasis by the 
observation that the mucosa will heal over 





Fic. 3 


Cyst of E. histolytica. (A) Nucleus, (B) Chromatoid body 
stained with Alicna’s stain. 
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an abscess leaving a pigmented spot in the 
submucosal tissues which is suggested as the 
reason the disease is difficult to treat.¢ Fifth, 
if lesions are still present and unhealed at 
immediate post-treatment sigmoidoscopic ex- 
amination, further treatment may be insti- 
tuted without delay even if parasites are not 
recovered, since invariably the lesions heal 
within fifteen days if treatment is successful. 
Sixth, if lesions are seen and smear and cul- 
ture are negative, re-examination will be 
easier to do. 


During the past three years we have per- 
formed 7,600 sigmoidoscopic examinations in 
our clinic. A brief word about technic. First, 
we have the patient eat, then one-half hour 
later take a tap water enema, then one-half 
hour later we examine him. The patient is 
informed that the operation is uncomfortable 
but not painful so long as he doesn’t fear 
moving his bowel. Care is taken to lubricate 
the anal canal well, the external anal sphincter 
is relaxed by the operator and an assistant 
making lateral traction on the buttocks. The 
instrument is inserted with due care to pre- 
vent catching hair, and when inserted to 5 
cm. the obturator is removed and the remain- 
der of the examination done under direct 
vision. The operation is painless so long as 
the intestine is not stretched. The patient 
must be warned that he will experience a se- 
vere call to stool when the rectosigmoidal 
junction is reached. We employ a distal 
lighted instrument. The instrument is in- 





Fic. 4 


Trophozoite of E. histolytica, stained with Alicna’s stain. 
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serted full length and a detailed examination 
of the intestinal mucosa made on the way 
out. If small lesions such as have been de- 
picted are seen, aspiration by means of a | ml. 
serological pipette is made directly from the 
lesion. Suction is secured by means of the 
rubber bulb from a medicine dropper. If 
mucus or feces prevent complete examination 
the material is removed by means of a suction 
machine and a woven catheter. 


If no lesions are seen, material is pipetted 
from the fecal stream from behind each valve 
of Houston, the rectosigmoidal junction and 
from the lowest portion of the rectum. 
Incidentally, these sites are the sites of 
predilection for the minute lesions previously 
described, and thus should be carefully scru- 
tinized. Not infrequently one observes small 
flecks of blood on the mucus in the fecal 
stream. ‘These are presumably the contents 
of miliary abscesses which have ruptured dur- 
ing the violent peristalsis incident to the 
enema, because many organisms are found 
when these small flecks can be secured for 
specimens. 


We have learned that one should have one’s 
diagnostic suspicion of amebiasis raised by 
patients with chronic allergic disorders, such 
as migraine, urticaria and neurodermatid who 
also have intestinal symptoms similar to those 
previously outlined. Persons complaining of 
bleeding hemorrhoids should be sigmoido- 
scoped and lesions such as I have described 
searched for. Persons complaining of joint 
aches and muscle pains of vague nature, usu- 
ally not accompanied by redness and swelling, 
should arouse one’s diagnostic suspicion of 
the disease under discussion, particularly if 
they also have a history of intermittent diar- 
rhea and precipitate stool. Patients complain- 
ing of chronic fatigue and symptoms of 
intermittent diarrhea, precipitate stool, and 
lower abdominal cramping should be exam- 
ined. Those with tenderness in either lower 
quadrant lateral to the rectus muscle or with 
hepatomegaly which we have defined as large, 
tender liver should arouse one’s diagnostic 
suspicion of amebiasis. 

A few things which we have learned the 
hard way may be of help. All sorts of 
synonyms for diarrhea exist in our idiom, 
ranging from the five letter Anglo-Saxon term 
to the Gls. One must be certain one is em- 


ploying an understandable term before as- 
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suming that the patient does not have inter- 
mittent diarrhea. Secondly, abdominal cramps 
have many synonyms ranging from gas pains 
through “green apply belly-ache” to severe 
pain. Most people respond to the description 
of a precipitate stool in definite fashion. 
Others deny every symptom but confess to the 
syndrome when asked if they have trouble 
when they eat something that does not agree 
with them. I am of the belief that asympto- 
matic infection with E. histolytica does not 
occur and that the reason for the disparity 
between Craig’s? opinion which is similar to 
mine and that of Tao® who found 69 per cent 
of those he examined to be symptomless is 
due to the short memory of man and language 
difficulties. Table J illustrates the short 
memory of man; this patient denied all symp- 
toms when originally examined but when he 
had recrudescence of diarrhea, precipitate 
stools and abdominal cramps one week later 
had no difficulty at all in remembering that 
he had been having similar trouble intermit- 
tently since a severe bout of diarrhea in Korea 
ten months previously. 


I would stress at this point that no diagnosis 
of amebiasis should be made without demon- 
stration of the organism. Also, I should like 
to stress the futility of accepting a single 
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Date June 12, 1951. 
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negative report if your patient satisties the 
clinical syndrome which I have described. We 
have had some patients who were examined 
as many as four times before we finally found 
E. histolytica. We have had others in whom 
two negative sigmoidoscopic examinations 
showed strongly positive in a saline purge 
specimen. Others with negative purge speci- 
mens were positive on sigmoidoscopic exam- 
ination. Some have been negative on smear 
and positive on culture; some have been 
negative on direct smear and positive on 
stained smear. The point I should like to 
drive home is that if your clinical suspicion 
is aroused continue the search until you are 
very certain that the organism is not present. 
Analogy between this disease and tuberculosis 
might be made. One does not accept single 
negative smears as ruling out tuberculosis; 
one gets many smears and under special 
postural drainage conditions; one has gastric 
washing cultures made and sputum cultures 
made as well, and perhaps bronchoscopic 
washing smears and cultures. The same 
dogged diagnostic determination is in order 
in all amebiasis but particularly in the se- 
verely ulcerated patient in whom life is defi- 
nitely threatened or in the patient with 
hepatitis of undetermined origin. To com- 
plete the analogy, specimens obtained from 
random stools, saline purge specimens and 
sigmoidoscopic specimens should not only be 
subjected to direct smear examination but to 
stained smear examination and to cultural 
examination, and repeatedly, if necessary. 

Certain manipulations and medications 
make the amebae more difficult to demon- 
strate for a number of days. Thus barium 
enema, aureomycin, terramycin, bismuth, 
drastic purge, soap suds enema or tap water 
enema taken during the period of several days 
just preceding the examination may make the 
amebae very difficult to demonstrate by any 
technic. A negative examination at such a 
time should be received with skepticism and 
a repeat examination scheduled for ten days 
hence. 

The ideal treatment for this condition does 
hot yet exist, but would, I believe, embrace 
the following specifications. First, it would 
lend itself to outpatient treatment; second, it 
would be completely non-toxic; third, it 
would comprise a short treatment course not 
to exceed five days; fourth, it would be 100 
per cent effective thus eliminating need for 
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recheck examinations, and fifth, it would be 
relatively inexpensive. 


The reasons for the specifications might 
repay analysis. First, if the disease is to be 
treated successfully every infected member of 
a family group must be treated, whether their 
symptoms are of severe or mild degree; thus 
the need for outpatient management. For 
the same reason, non-toxicity is of great im- 
portance. Our experience has been that 
people will take medicine well for a five-day 
treatment course whereas the laggards increase 
proportionately as the length of treatment is 
increased. A great deal of difficulty has been 
experienced in our practice in getting people 
to return for the post-treatment rechecks which 
we consider vital for determining whether 
treatment has failed or not. Consequently, 
if a treatment were available which would 
eliminate such need it would be a great boon. 
The need for a treatment which is relatively 
inexpensive stems partly from the necessity 
which exists to treat every infected member 
in the family group, but, also from the need 
to treat a fairly large segment of our popula- 
tion if any appreciable gain is going to be 
made in control of this disease. 

In a search for therapeutic agents which 
would fulfill in a measure the five criteria 
which we established, we have evaluated a 
number of agents. Emetine was discarded 
because it did not lend itself to outpatient 
treatment, was so toxic that Klatskin® reported 
91 per cent treatment reactions to its use, re- 
quired a minimum of twelve days treatment, 
was much less than 100 per cent effective. 
Craig’ reported 56 per cent treatment failures 
after its use. Emetine also is quite expensive, 
costing $1.25 per course of 12 grains.* 


Our attention was attracted to quinacrine 
(atabrine) by a treatment response to the drug 
given empirically. For the past five years ex- 
tensive investigations with respect to its 
amebacidal properties have been undertaken. 
Measured by the yardstick previously estab- 
lished, it lends itself to outpatient treatment 
in most instances. Secondly, it is relatively 
non-toxic since the reactions which occur are 
of transitory nature. 


The treatment course is far from ideal ex- 
tending as it does for 15 days. It is not 100 


per cent effective. It is inexpensive, a course 
costing 12¢.* 





*Prices are Army Medical Supply Catalegue figures. 
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Combined with quinacrine we have em- 
ployed carbarsone which adds 15¢* to the 
cost of the course and adds the possibility of 
exfoliative dermatitis and other arsenic toxic 
manifestations. The failure rate with com- 
bined quinacrine-carbarsone is 15 per cent. 

We have evaluated some of the other drugs 
currently in use in treatment of amebiasis by 
the same yardstick. Thus, chloroquine was 
evaluated combined with carbarsone. It did 
lend itself to outpatient treatment. The re- 
actions were troublesome but transitory. The 
treatment course selected was fifteen days, the 
treatment failure rate of the combined drugs 
was 78 per cent. The cost was $2.55t for a 
course of 1 gram a day for fifteen days, com- 
bined with carbarsone. 

Bismuthoxyl glycolylarsanilate (milibis®) 
was evaluated in dosage of 0.5 grams thrice 
daily for seven days.!° This drug lends itself 
to outpatient treatment, was relatively non- 
toxic in the patients studied, the course was 
seven days, nearly ideal, the treatment failure 
rate was 62 per cent. The cost was $1.89.t 

Bismuthoxyl glycolylarsanilate (milibis®) 
was evaluated in dosage of 0.5 grams thrice 
daily for twenty days. This lent itself to out- 
patient treatment, the reactions were transi- 
tory, the treatment course was prolonged, the 
cost was $5.40.t The failure rate was 50 per 
cent. 

My colleagues, Dr. O. M. Richardson and 
Lt. (jg) Donn Tippett, MC,!? evaluated a 
combination of milibis® and chloroquine. 
Their findings were that the combination 
lent itself to outpatient management, that re- 
actions were few and transitory, the treatment 
course was seven days. The immediate failure 
rate was 33 per cent. Because of the excessive 
immediate failure rate further follow-up ex- 
aminations of this group of patients was aban- 
doned by them. 

Aureomycin was evaluated in dosage of 0.5 
grams four times daily for seven days.1! The 
drug lends itself to outpatient management, 
was relatively non-toxic, treatment reactions 
being transitory; the course was nearly ideal 
being seven days. The failure rate was 65 per 
cent. The cost was $15.68t for the course. 

In each instance where a drug or combina- 
tion of drugs was evaluated, certain basic prin- 
ciples have been observed. The treatment 
group consisted of twenty-five or more pa- 





*Prices are Army Medical Supply Catalogue figures. 


+Prices are wholesale drug quotations. 
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tients, the follow-up examinations have been 
done by sigmoidoscopic examination as soon 
after treatment as possible and again in ninety 
days. Treatment failures have been defined 
as those possessing unhealed lesions or smears 
or cultures containing E. histolytica. The 
failure rates have been calculated on the basis 
of those with adequate follow-up examination. 

I do not believe that our treatment failure 
rates are comparable with those of any other 
observer unless the same rigid criteria of treat- 
ment failure and follow-up are applied to the 
group of patients to be considered. Conse- 
quently, I am not going to spend time com- 
paring our failure rates with those of other 
observers using different methods, and defi- 
nitions of terms. I do believe, however, that 
our results with various treatment regimes are 
comparable with each other. A glance at 
Table 2 will show one that the comparative 
failure rates leaves quinacrine-carbarsone as 
the combination with the least failures. For 
this reason we have adopted this treatment 
regime as standard in our clinic. We have 
not stopped looking for treatment technics 
which will prove superior to this. 

I should like to spend some time discussing 
in detail the treatment technic which we em- 
ploy with quinacrine and carbarsone. We 
give to adult male patients quinacrine 0.1 
gram four times daily for fifteen days. For 
the first ten days of this, carbarsone is given 
0.25 grams thrice daily. We reduce the dosage 
proportionately for females and young chil- 
dren. We ask the patient to eat immediately 
after taking the drugs. 

During the past four years we have em- 
ployed this combination of drugs in 650 pa- 
tients. Most of these have been treated on 
an outpatient basis unless their disease was 
severe, or I doubted their ability to take the 
drugs without supervision, or treatment re- 
actions which were severe made their appear- 
ance. Treatment reactions have been en- 








COMPARATIVE FAILURE RATES AND COSTS OF FIVE 
TREATMENT REGIMES FOR CHRONIC AMEBIASIS 


Failure Rate 


Per Cent Cost 
Quinacrine-Carbarsone 15 $0.27 
Bismuthoxyl p-N-glycolylarsanilate (20) days 50 5.40 
Bismuthoxyl p-N-glycolylarsanilate (7) days 62 1.89 
Aureomycin 65 15.68 
Chloroquine-Carbarsone 78 2.55 
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countered in an appreciable percentage of 
patients and have been of three types in the 
main. The first and most frequently en- 
countered is an exacerbation of diarrhea and 
fever, accompanied by nausea, abdominal 
cramping and other symptoms of amebiasis. 
This occurs most frequently on the fifth to 
the seventh day of treatment. When diarrhea, 
nausea and vomiting are not severe, medica- 
tion is not discontinued in this type of, reac- 
tion. When diarrhea and vomiting are severe, 
medication is discontinued for two days and 
resumed as though interruption had not oc- 
curred. This type of reaction does not recur. 
The second type of reaction is less frequent 
and consists in enhancement of pre-existing 
psychiatric imbalance, thus neurotic tenden- 
cies are exaggerated, hysteria is made worse. 
In a few patients (five) toxic delirium has 
been encountered. Each of these cleared 
promptly when quinacrine was discontinued. 
In three patients schizophrenia previously 
present, but not overtly so burst into full 
activity during treatment. One of these was 
apparently precipitated by the diagnostic 
procedure. I'wo of these reverted to latency 
when the drug was discontinued. 

In many patients quinacrine in doses such 
as these causes disturbed sleep. This is a mild 
manifestation and small doses of phenobarbi- 
tal will correct it. Patients should be warned 
that they will turn yellow from the drug and 
that the discoloration will persist for several 
weeks after discontinuation of the medication. 
The drug is excreted in the saliva, conse- 
quently, the bitter taste of it is noticed by 
patients. An aromatic mouth wash and chew- 
ing gum assist the patient in this trouble. 

The third type of reaction is that to 
carbarsone. The most frequently encountered 
carbarsone reaction is epigastric burning and 
tight upper quadrant pain. This usually oc- 
curs late in the course of medication. We 
have had three exfoliative dermatitis reactions 
and one arsenic encephalopathy. These have 
all responded readily to intramuscular injec- 
tion of British antilewisitie in oil (2, 3 
dimercaptopropanol). 

An appreciable number of patients ap- 
parently treated successfully in the sense that 
the lesions in the intestine have healed and the 
parasite is not discoverable by a most careful 
txamination will complain of short sharp 
tecrudescences cf the syndrome. We have 
explained these on the basis of conditioned 
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reflexes established during the time the active 
disease was present and still capable of ini- 
tiating the train of symptoms. Whether this is 
an accurate estimate or not is difficult to say; 
however, when accompanied by a most care- 
ful examination of the intestine and _ stool 
which is found negative an explanation of 
conditioned reflexes to the patient accom- 
panied by triple bromides in doses of a tea- 
spoonful four times daily helps this phase of 
the disease immensely. 


The difficulties inherent in demonstration 
of E. histolytica have made me reluctant to 
speak of treatment success in these patients. 
Consequently, I have defined treatment fail- 
ure as persistence of lesions or parasites dur- 
ing two post-treatment sigmoidoscopic exami- 
nations separated by at least thirty days with 
at least five aspirations of material examined 
at each examination. I do not know how to 
define treatment success. 


SUMMARY 


Syndrome of chronic amebiasis is described 
as the intermittent occurrence of precipitate 
stool, diarrhea, lower abdominal cramps in a 
tired, flatulent individual with headache, 
joint aches or allergic skin manifestations. 
Less frequently encountered complaints are 
bloody stools, right upper quadrant pain 
radiating to the back and severe rectal pain. 
Physical examination will usually reveal ten- 
derness in one or both lower quadrants and 
hepatomegaly is encountered quite frequently. 
Lesions as pictured in the illustrations are 
seen in more than 80 per cent. When such a 
clinical picture is encountered a search for 
the offending organism by direct smear, 
Stained smear and culture in specimens ob- 
tained by random stool, after saline purge 
and by aspirations through the sigmoidoscope 
is indicated. Technic of sigmoidoscopic exam- 
ination is discussed and the fact that this is a 
painless operation is stressed. Specifications of 
an ideal treatment for amebiasis are listed as: 

(1) Lend itself to outpatient treatment. 

(2) Be completely non-toxic. 


(3) Be a short treatment course, not to ex- 
ceed five days. 


(4) Be 100 per cent effective. 
(5) Be relatively inexpensive. 
The fact that no presently available treat- 


ment is ideal by such criteria is stressed. Sev- 
eral treatment regimes which have been eval- 
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uated in our clinic are considered with respect 
to the five specifications discussed above and 
treatment with quinacrine-carbarsone is found 
to be the most effective. Treatment reactions 
to this regime are considered in detail and are 
described as being three in type. 

(1) Exacerbations of the symptoms of 
amebiasis, occurring on the fifth to eighth day 
of treatment. 

(2) Disturbances of psyche due to quina- 
crine. This usually is an exacerbation of ex- 
isting psychiatric symptoms. Toxic delirium 
and acute exacerbation of latent schizophrenia 
have been encountered. 

(3) Carbarsone reactions have been en- 
countered, the most severe being exfoliative 
dermatitis and arsenic encephalopathy. 
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DISCUSSION (Abstract) 


Dr. Douglas H. Sprunt, Memphis, Tenn.—lf we knew 
amebiasis, we should not need extensive discussions in 
regard to it. We all know that the amebae is a difficult 


organism to identify, particularly the pathogenic ameba. 


It is generally assumed that all E. histolytica are 
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pathogenic. I, for one, however, am dubious of this, I 
think it is quite likely that some E. histolytica are not 
pathogenic or that the host, under certain conditions, 
is very resistant to its invasion. 

I should also like to state as a pathologist, that I 
think it is difficult at times to tell the E. histolytica 
from the macrophage and that many persons are 
diagnosed as harboring ameba when they are not 
present. 

It has always been difficult for me, as a pathologist, 
to reconcile the findings of parasitologists who, for ex- 
ample, have found 17 per cent of the patients in the 
City Hospital in Memphis to have parasites in their 
stools, whereas we find less than 1 per cent of the 
patients dying in this hospital to have amebiasis at 
autopsy. I do not think this difference ,is due to the 
fact that we are missing amebiasis at autopsy. We may 
miss a few small lesions, but I do not believe this is 
common. 

I think we should go back to the fact of what is 
amebiasis? Does the presence of a few ameba in the 
stools mean that the patient has amebiasis? I do not 
think so. I think the condition of the host has a lot 
to do with it, and I believe that it may be possible for 
the amebae to multiply in the feces without invading 
the host. 


Dr. David Cayer, Winston-Salem, N. C.—Chronic 
recurring amebiasis is an important clinical problem. 
Colonel Radke points out that chronic amebiasis with 
recurring diarrhea and lower abdominal discomfort 
with lassitude and debility is more frequent and less 
easily diagnosed than the more spectacular dysentery. 
In our own clinic we do sigmoidoscopic examinations 
without preparation except to have the patient evacu- 
ate prior to the examination. We rarely encounter any 
technical difficulty in performing a satisfactory exami- 
nation, and feel that the appearance of the mucous 
membrane is less misleading than that following even 
tap water enemas. Our experience does not confirm 
the large number of patients with large tender livers 
that he has described or the sigmoidoscopic lesions as 
a significant finding in 80 per cent of the cases. 


I cannot agree that asymptomatic infections do not 
occur. I am convinced that some patients can harbor 
certain degrees of infection without detectable symp- 
toms or evidence of disease. If it is true that in our 
own particular area up to 10 per cent of the populace 
may have the parasite, in my own gastroenterologic 
practice, I am unable to elicit a history, even in those 
patients who are good observers with presumably good 
memories, compatible with the disease or to dem- 
onstrate the parasite in so high a percentage. One must 
be cautious in anticipating or implying a response to 
treatment in patients with other signs suggesting 
functional gastrointestinal disease since the parasites 
may disappear leaving the original symptoms un- 
changed or worse. The importance of the original 
infection in such a patient is doubtful, particularly 
when the usual regime prescribed for irritable bowel 
syndrome then alleviates the symptoms. 

The occasional increase in gastrointestinal motility 
noted after the onset of treatment with carbarsone is 
frequent in patients treated with aureomycin and often 
persists without evidence of amebic infection. 

I agree that carbarsone alone, or in combination, * 
the most effective drug. We have had the most experi- 
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ence with chiniofon as the other drug in combination 
and have a recurrence rate of approximately 30 per 
cent. Our follow-ups, however, are not as long as those 
of Colonel Radke. 

In patients with hepatitis, chloroquin appears to be 
a satisfactory substitute for emetine. Dr. Robert L. 
McMillan studied the electrocardiograms of one hun- 
dred consecutive patients who received emetine at 
least one week in our own clinic and found that two- 
thirds showed T wave changes. There were three pa- 
tients with electrocardiographic changes consistent with 
coronary artery disease and two who showed an A-V 
block. 

The antibiotics such as terramycin and aureomycin 
appear useful in altering the bacterial flora and per- 
haps altering tissue reaction, but in our hands are 
less effective as amebacides. The ameba often reappear 
when the flora are re-established. This has been noted 
by Dr. McHardy’s group in New Orleans and by 
others. Colonel Radke’s careful and prolonged patient 
follow-ups and his candid evaluation of results empha- 
size the problems of diagnosis and treatment. He is 
to be commended for a painstaking and comprehensive 
survey of a difficult clinical problem. 


Dr, Julian M. Ruffin, Durham, N. C—The problem 
of amebiasis is a difficult one and so far as I am con- 
cerned far from solved. We are told that 10 to 20 
per cent of the population have cysts of E. histolytica 
in their stools and that the presence of cysts predicates 
tissue invasion. In other words, disease. It is difficult 
to reconcile the high incidence of infection as reported 
by the parasitologist with the few cases that are found 
at autopsy. 

The clinical features of chronic amebiasis as de- 
scribed by Colonel Radke are a little difficult to ac- 
cept, as all of us realize that the “irritable colon 
syndrome” will produce an identical picture. It might 
be argued that patients whom we are classifying as 
neurotics actually have amebiasis but it has been my 
observation that none of these patients is improved by 
the usual amebacidal drugs. I am rather of the im- 
pression that most of the patients reported by Dr. 
Radke have the so-called “irritable colon syndrome” 
with neurasthenia and that the presence of cysts of 
histolytica in their stools was an incidental and un- 
important finding. 





GASTRIC ULCER* 
ANALYSIS OF 221 CASES 
By WALTER W. VAUGHAN, M.D. 
and 
Rosert J. Nicuots, M.D. 
Durham, North Carolina 


Wilson and MacCarty! wrote forty-two 
years ago: 
“Of the remaining 153 cases, which were undoubted 


_*Read in Section on Radiology, Southern Medical Associa- 
glial Annual Meeting, Dallas, Texas, November 
8, 1. 


*From the Department of Radiology, Watts Hospital, Dur- 
ham, North Carolina. 
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carcinoma, 109 (71 per cent) presented sufficient evi- 
dence of previous ulcer to warrant placing them in a 
group labeled carcinoma developing on preceding ul- 
cer. 

Since then numerous articles have been 
written by internists, surgeons, roentgenol- 
ogists and pathologists concerning the difti- 
culties often encountered in differentiating 
between benign and malignant gastric ulcers. 
The interval since this original publication 
has been marked by continued progress in all 
the medical specialties but perhaps none more 
than in roentgenology. The roentgenologists 
have accepted the responsibility of detecting 
ulcerating lesions of the stomach and, when 
possible, differentiate between benign and 
malignant ulcers. Kirkland? says that there is 
at least a 10 per cent error in the differential 
diagnosis, and that every ulcer should be con- 
sidered potentially malignant until proved 
innocent. 


Doubtless the percentage of error varies in 
proportion to the skill and experience of the 
roentgenologist; however, with improved 
surgical technic that has lowered the mortality 
from gastric resection to less than three per 
cent in many institutions, we are offered a 
real challenge by the surgeons who advocate 
resection of all gastric ulcers and allocating the 
responsibility of differential diagnosis to the 
pathologist. If we are to accept the challenge of 
the surgeon we must answer such questions as: 
Is the error in differential diagnosis between 
benign and malignant gastric ulcers sufficient 
to justify such radical therapy? Dges the 
average roentgenologist share his part of the 
responsibility by emphasizing to the internist 
and especially the general practitioner the 
gravity of every gastric ulcer? The problem 
confronting us is well summarized by Smith 
and Jordan.* I quote: 


“Differentiation between benign and malignant gas- 
tric ulcer, with all the diagnostic and therapeutic 
problems involved in this issue, should excite investi- 
gation, contemplation and reasoned judgment and 
first of all investigation, because it alone is the logical 
precursor of meditation and reasoned judgment.” 

Improved work comes from a critical an- 
alysis of our success as well as failure. With 
this in mind we have selected for this investi- 
gation 221 cases of gastric ulcer collected from 
the files of a general hospital covering a pe- 
riod of 15 years. Although this is a relatively 
small series, we believe that, inasmuch as the 
majority of these patients came from a small 
community and they are representative of the 
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type of patient being seen in general practice, 
the findings should be of interest not only to 
the roentgenologist but also the internist, 
surgeon and general practitioner. Follow-up 
studies were obtained on 95 per cent of the 
series. Perhaps this analysis will contribute 
something toward a better understanding of 
the problems involved in the diagnosis and 
treatment of gastric ulcers, especially those 
seen outside the large clinics. 

All of these ulcers fall in the category that 
might be termed either benign or malignant 
at the time of the initial x-ray examination. 
Excluded from this group are the frank ul- 
cerating carcinomas and polypoid tumors of 
the stomach. There were 153 women and 68 
men, a ratio of approximately three to one. 
The average age for the 208 proven and sus- 
pected benign ulcers was 47 years and for the 
13 verified malignant ulcers 54 years. The 
average duration of symptoms for the entire 
group before the first gastrointestinal series 
was six and one-half years, the longest being 
45 years and the shortest 12 hours. Typical 
ulcer symptoms were present in 132 or 63.5 per 
cent and atypical symptoms in 76 or 36.5 per 
cent; however, as indicated by Wangensteen,* 
Tumen,® and Alvarez® no reliable clinical 
criteria are available to differentiate car- 
cinoma from ulcer. 

The average size of the ulcer as demon- 
strated on the roentgenogram was 1.43 cm. in 
diameter, the largest being 6 cm. and the 
smallest 3 mm. Fourteen or 6.7 per cent of 








INCIDENCE OF MULTIPLE ULCERS 
221 Cases of Gastric Ulcer 


Benign—208 Malignant—13 
No. Cases Per Cent No. Cases Per Cent 
Gastric = 14 6.7 2 15.4 
Gastric and duodenal* 43 20.7 2 15.4 
Multiple gastric and 
duodenal* . 4 1.9 1 7.7 


*Of the benign group there were 33 active duodenal ulcers 
and 14 with deformed duodenal bulb. Of the malignant 
group all had deformed duodenal bulbs without crater. 








TABLE | 








ANALYSIS OF GASTROSCOPIC FINDINGS IN 40 VERIFIED 
BENIGN AND MALIGNANT ULCERS 


221 Cases of Gastric Ulcer 








Gastroscopic Proved Proved Percentage of 
Diagnosis Benign Malignant Errors 
Benign - a 29 2 6.5 
Malignant ......... ; 6 3 66.7 
Error for group....... ; 20 
Paste 2 


November 1952 


the benign group had two or more gastric 
ulcers and three or 23 per cent of the malig. 
nant group. Forty-three or 20.7 per cent of 
the benign and two or 15.4 per cent of the ma- 
lignant had an associated duodenal ulcer 
(Table 1). Thirty-three of the duodenal ul- 
cers were active during the period of observa- 
tion. Figure J indicates the location and num- 
ber of proven and suspected benign ulcers in 
the various portions of the stomach. The 
media was subdivided into three parts, the 
proximal, middle and distal third. Figure 2 
indicates the location and incidence of the 
proven malignant ulcers. No ulcer of either 
the benign or malignant group was situated 
on the greater curvature. 





Fic. 1 
Incidence and location of proven and suspected benign 
ulcers. 
TABLE 2 





Incidence and location of proven malignant ulcers. 
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The value of gastroscopy in the differential 
diagnosis is indicated in Table 2. The over- 
all error for the group was 20 per cent which 
is slightly greater than previously reported.* 
Gastroscopy aided further in determining the 
medical prognosis. It is unusual for a benign 
ulcer to heal on a medical regime when as- 
sociated with a marked chronic hypertrophic 
and atrophic gastritis.§ 


ANALYSIS OF MATERIAL 


Follow-up studies have been obtained in 95 
per cent of the series of 221 cases. Thirty-one 








FOLLOW-UP OF 80 SURGICAL CASES 
221 Cases of Gastric Ulcer 


Total 
Patients Excellent Good Good 
Died in hospital. . : 3* 
No follow-up .. 4 
Less than two years . 28 17 (a 4 (b) 2 
Two to five years. . 35 23 (c ] 11 (d) 
Five to 10 years 10 5 8 2 (e) 
More than 10 years 5 4 0 1 
80 49 8 16 
Per cent 61.3 10 20 


*One operative and two postoperative of bronchopneumonia. 
Six patients died after discharge from hospital. The follow-up 
period and condition of stomach are indicated: 

(a) One of pneumonia. 

(b) One of coronary occlusion. 

(©) Two patients, one of strangulated hernia (diaphragmatic) 
with postmortem examination negative for residual or recurrent 
ulcer, and the other from metastasis of a melanoma of the eye. 
(d) One of cause unknown. The patient had two marginal 
ulcers during the follow-up period. 

(e) One of coronary occlusion. 











TABLE 3 








ANALYSIS OF 128 CASES TREATED BY MEDICAL 
MANAGEMENT 


221 Cases of Gastric Ulcer 


Cases Excellent Good Poor Dead 


No follow-up..... . 10 
Died in hospital of 

hemorrhage ....... 4* 
Less than two years 33 G & 13 3 (a) 
Two to five years..... 34 14 9 9 2 (b) 
Five to 10 years....... 40 23 § 6 3 (c) 
Over 10 years. . 7 3 3 0 1 (d) 

128 49 28 28 9 

Per cent : 38.3 21.9 21.9 7 


— 


*Four patients died of massive hemorrhage from gastric ulcer 
(proven at autopsy) on initial admission. 

(a) Two died of hypertensive cardiovascular disease and one 
unknown died two weeks after the stomach showed residual 
ulcer, One was classified as “good” and two as “poor.” 

(b) One died of unknown cause but had marked symptoms 
Prior to death and was classified as ‘“‘poor.” One died of 
heart trouble but had no stomach trouble and was classified as 
“excellent.”’ 

() Two died of coronary occlusion, one classified as ‘‘good’’ 
and one as “poor.” 

(@) Died of hypertensive cardiovascular disease and was classi- 
fied as “excellent.” 
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patients have died (Tables 3 and 4), 22 of the 
benign ulcer group and nine of the malignant 
group. Of the remaining 190 patients, fol- 
low-up studies have been obtained in 176 
since July 1, 1951. One hundred and sixty- 
six of these patients have returned to the x-ray 
department for roentgen examination of the 
stomach and a clinical evaluation of their 
present status by a member of the house staff 
who was not familiar with the present x-ray 
findings. The various classifications are based 
on the clinical history, physical examination, 
laboratory and x-ray findings. “Excellent” indi- 
cates that the patient has no symptoms refer- 
able to the gastrointestinal tract, has negative 
x-ray and laboratory findings and follows no 
particular diet. “Good” indicates that the pa- 
tient has infrequent attacks of mild indiges- 
tion that is relieved by a modified diet and 
has essentially negative x-ray and laboratory 
findings. “Poor” indicates that the patient has 
marked indigestion which is in part controlled 
by diet and medication. Roentgen examina- 
tion shows evidence of recurrent or persistent 
ulcer or is suggestive of marked gastritis. 
Twenty-six per cent had some degree of 
anemia. 


Analysis of the 13 malignant gastric ulcers 
is indicated in Table 5. The first column 
indicates the interval from the time of the 
initial examination before subsequent x-ray 
studies. —The second column indicates the in- 
terval before operation and the third column 
the type of operation that was performed. 








INTERVAL FOR FOLLOW-UP X-RAY EXAMINATION 
AND OPERATION IN 13 MALIGNANT ULCERS 


221 Cases of Gastric Ulcer 


Case No. X-Ray Interval Type of Operation 
1 2 weeks (a) 6 years Exploration 
2 6 years (b) 7 years Resection 
5 3 days (c) 1 year Resection 
4 0 (d) 4 days Resection 
5 6 years (e) 0 Refused Surgery 
6 3 weeks 4 weeks Exploration 
7 1 year 1 year Exploration 
8 0 1 week Exploration 
9 7 months 2 years Exploration 
10 2 years 2 years Resection 
ll 1 week 4 months Resection 
12 2 months 2 months Resection 
13 0 4 days Anterior jejunostomy 





(a) Reported in detail. 

(b) Reported in detail. 

(c) and (d) Living without evidence of recurrence over three 
years. 

(e) Died one year later with clinical evidence of gastric ma- 
lignancy. 








TABLE 4 


TABLE 5 
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Cases 1 and 2 are of particular interest and 
are reported in detail with comments suggest- 
ing that Case J developed a carcinoma in an- 
other portion of the stomach and Case 2 de- 
veloped a malignancy on a benign ulcer. 
Cases 2, 3 and 4 are living without evi- 
dence of recurrence cf the malignancy, in- 
dicating a slightly less than three-year survival 
of 20 per cent. According to Pack® the cure 
rate is higher following gastrectomy for 





Fic. 3, Case 1 


Initial roentgen examination showing filling defect in antrum 
near greater curvature. Duodenal bulb is deformed. 





Fic. 4, Case | 


Prepyloric lesion almost healed except for small ulceration 
on gastric side of pylorus 





Fic. 5, Case 1 


Prepyloric lesion healed with only slight residual pylorospasm. 


ulcerocancers in which preoperatively there 
was doubt as to whether the lesions were 
benign or malignant, the five-year survival 
being 40 to 50 per cent. Four of these patients 
had a rather marked delay in follow-up x-ray 
studies and then further delay before opera- 
tion. 


Case 1.—F.W.J., a white man, age 61, was admitted 
June 23, 1944, complaining of pain in the stomach, 
nausea and vomiting during the preceding nine 
months. The family and past history were irrelevant. 

The onset of nausea and vomiting was dated at 
about nine months before admission. The epigastric 
pain developed about three weeks before admission 
and was described as a constant dull ache that was in 
part relieved by liquids but was exaggerated by solid 
foods. The patient had lost 15 pounds of weight dur- 
ing the previous month. 

Physical examination was essentially negative except 
for some slight tenderness in the epigastrium. No 
masses were palpated. 

Laboratory studies showed blood count 5,900,000; 
white blood count 11,900; hemoglobin 17.5 grams; 
urea nitrogen 13 mg. per cent; blood urea 28 mg. 
per cent; blood serum tests for lues negative; urinalysis 
negative; gastric analysis, free hydrochloric acid 59; to- 
tal acidity 75. 

X-ray examination June 24, 1944, showed a filling 
defect in the prepyloric region involving the greater 





Fic. 6, CAse 1 


Marked enlargement of mucosal folds in antrum and small 
recurrent prepyloric gastric ulcer. Patient refused operation. 





Fic. 7, Case 1 


Ulcerating lesion on lesser curvature of the media which 
proved to be malignant. 
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curvature. No definite area of ulceration could be 
noted. The duodenal bulb was markedly deformed 
but no ulcer crater was demonstrated (Fig. 3). The 
impression was probably carcinoma of the stomach. 


The patient refused an operation and was placed 
on a medical regime for a gastric ulcer with marked 
dinical improvement but was never completely re- 
lieved of symptoms. On July 10, 1944, the prepyloric 
lesion had almost completely disappeared except for 
one small area of ulceration demonstrated on the gas- 
tric side near the pyloric sphincter (Fig. 4). The im- 
pression was probably benign ulcer. The patient was 
discharged from the hospital and followed by frequent 
x-ray examinations until September 22, 1945, his last 
study here. At that time there was marked enlarge- 
ment of the mucosal folds in the antrum and a small 
recurrent prepyloric gastric ulcer (Figs. 5 and 6). The 
patient was again urged to have a surgical consulta- 
tion but refused and failed to return for further ob- 
servation. In our follow-up studies it was learned 
that the patient had an exploratory laparotomy in 
August of 1951 and was found to have an inoperable 
carcinoma of the stomach, involving the media and 
fundus with an area of ulceration in the media (Figs. 
7,8A and 8B). 


This case emphasizes quite adequately the 
necessity of follow-up studies for it is our be- 
lief that a carcinoma developed in a portion 
of the stomach not previously involved. If the 
patient had consented to operation when it 
was recommended at the time he developed a 
recurrent ulcer, he no doubt would never 





Fic. 8 A, Case 1 


Sections taken from biopsy removed at exploratory op- 
€ration. In this photomicrograph are a well differen- 
tiated gland and several irregular poorly formed glandu- 
lar structures (hematoxvlin and eosin x 110). 
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have been a victim of carcinoma of the 
stomach. 


Case 2.—This white woman was first admitted to 
the hospital on December 13, 1942, when she was 55 
years old. Her chief complaints of postprandial pain 
and vomiting had been present for one month. These 
symptoms were relieved by alkalis. The patient said 
that she had experienced similar, but less severe, 
symptoms during the previous five or six years. With 
the present episode there had been moderate weight 
loss. 

Roentgen examination of the stomach showed a 
filling defect in the prepyloric region, with an area of 
ulceration (Fig. 9). Gastroscopic examination revealed 
a sharply demarcated, elliptical ulcer, measuring ap- 
proximately 1 by 0.6 cm. in diameter, on the posterior 
wall in the prepyloric region near the lesser curvature. 
Marked edema of the adjacent mucosa and hyper- 
trophic gastritis were present. The gastroscopist’s im- 
pression was benign prepyloric ulcer with associated 
edematous hypertrophic gastritis. A gastric analysis 
on this admission showed 69 units of total acid and 
32 of free hydrochloric. 

The next admission, on February 11, 1948, was oc- 
casioned by an episode of nausea and vomiting. The 
patient had been under treatment by her physician 
in the interim and had been relatively comfortable on 
a modified ulcer regime. Re-examination of the stom- 
ach by the roentgenogram again showed a prepyloric 
filling defect with a questionable area of ulceration 
(Fig. 10). Gastroscopy and surgical consultation were 
refused by the patient. She was discharged slightly 
improved. 





Fic. 8 B, Case 1 


This higher magnification of Fig. 8 A shows details of 
the malignant cells. Note the desmoplastic reaction in 
the supporting connective tissue (hematoxylin and eosin 
x 219) 
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On Februray 19, 1949, the patient was again ad- 
mitted to the hospital complaining of a progression 
of the symptoms of pain, nausea and vomiting. The 
pain was refractory to both food and alkali. A third 
roentgen examination of the stomach again showed 
a prepyloric filling defect with an area of ulceration 
(Fig. 11). Gastric analysis showed 10 units of total acid 
and no free hydrochloric. 


A subtotal gastrectomy was done. The pathologist 





Fic. 9, Case 2 


February 15, 1942. Initial roentgen examination show- 
ing prepyloric ulcerating lesion followed over six years 
which proved to be adenocarcinoma. 





Fic. 10, Case 2 


February 21, 1948. Prepyloric lesion six years later 
showing filling defect with questionable area of ul- 
ceration. 
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described an ulcer near the pylorus measuring 1.5 cm. 
in diameter with adjacent edematous gastritis. His- 
tologic studies revealed a highly malignant adenocar- 
cinoma (Figs. 12A and 12B). 

It is improbable that the primary ulcer 
demonstrated in the prepyloric region in De. 
cember, 1942, could have had the malignant 
characteristics found in the specimen resected 
in February, 1949, more than six years later. 
Nevertheless, the malignant ulcer was in the 
same area. The most likely explanation is that 
a carcinoma developed in a benign ulcer. It 
is interesting to note the change in symptoms 
during the few months prior to operation, 
and the absence of free hydrochloric acid. 

Table 6 enumerates the indications for op- 
eration in 70 verified benign ulcers. The diag- 
nosis of carcinoma was made in 28 or 40 per 


INDICATION FOR SURGERY IN 70 VERIFIED 
BENIGN ULCERS 


221 Cases of Gastric Ulcer 


No. Cases Per Cent 


Carcinoma diagnosed or suspected 28 40 
Ulcer not healed 12 17.1 
Recurrence of ulcer 9 12.9 
Hemorrhage 7 10 
Obstruction 6 8.6 
Intractability of symptoms 6 8.6 
Perforation . 2 2.8 
TABLE 6 


2-22-49 





Fic. 11, Case 2 


February 22, 1949. Prepyloric filling defect with ul- 
ceration again demonstrated. Subtotal gastric resection 
revealed lesion to be adenocarcinoma. 











cel 
ins 
for 


twe 
hac 
tali 
as 


hac 


CLAS 
R 


Classi 
Genet 
Intert 
Surges 











t 
it 








ul- 
jon 











Vol. 45 No. 11 


cent of this group based on the clinical find- 
ings and x-ray evidence of an ulcer except 
for six where the gastroscopic findings were 
suggestive of a malignancy. As is indicated in 
Table 7, 35 patients were seen initially by a 
surgeon and 32 were treated without benefit 
of trial on a medical regime. 


Table 8 indicates the surgical procedure 
and follow-up statistics in 70 cases of proven 
benign ulcer. There were one operative and 
two postoperative deaths in the group that 
had a subtotal gastric resection giving a mor- 
tality of 5.4 per cent. The patient classified 
as an operative death died shortly after the 
peritoneal cavity was opened. One patient 
had a complete gastrectomy due to a mistaken 








CLASSIFICATION AND ENUMERATION OF PHYSICIANS 
REFERRING PATIENTS FOR INITIAL ROENTGEN 
EXAMINATION 


221 Cases of Gastric Ulcer 


Patients 
Classification Number Referred Percentage 
General practitioners 25 97 43.9 
Internists 11 89 40.3 
Surgeons 8 35 15.8 


44 221 














Fic. 12 A, Case 2 


Sections taken from surgical specimen. This photo- 
micrograph shows the floor of the ulcer crater. The 
base of the ulcer contains numerous malignant epithe- 
lial cells. A few of these cells form irregular glands 

t many are in small clusters and strands (hemo- 
toxylin and eosin x 62). 
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surgical diagnosis. The ulcer was situated 
high on the posterior wall near the lesser 
curvature with what appeared to be infiltra- 
tion of the greater portion of the media and 
cardia; however, pathologic studies showed 
this to be an inflammatory process with an 
abscess in the wall of the stomach. 


Table 9 shows the surgical procedures and 
follow-up studies in 10 cases of unverified 
benign gastric ulcer. Further study of Table 
3 gives an analysis of the status of 76 of the 
80 surgical patients, no follow-up having been 
obtained in four cases. Six patients died after 
discharge from the hospital; however, it was 
possible to obtain follow-up studies on these 
patients in regard to the gastric ulcer from 
either the hospital records or the attending 
physician. 

Follow-up studies have been obtained on 
118 or 91 per cent that were treated by medi- 
cal management as is indicated in Table 4. 
Four patients died of massive gastrointestinal 
hemorrhage, three of whom had had no pre- 
vious x-ray examination and gave no history 
of indigestion to suggest the presence of a 
gastric ulcer. The fourth patient was in the 
hospital three months prior to the fatal hem- 
orrhage for a general check-up examination 
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This high power view of Fig. 12 A shows groups of 
malignant cells exhibiting hyperchromatism, variation 


in nuclear size and shape, and mitotic figures (hema- 
toxylin and eosin x 210). 
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ANALYSIS OF SURGICAL PROCEDURES AND FOLLOW-UP STATISTICS IN 70 
CASES OF PROVEN BENIGN ULCERS 


221 Cases of Gastric Ulcer 


Cases 

Subtotal gastric resection 55 
Subtotal gastric resection and vagotomy 4 
Vagotomy 1 
Gastroenterostomy 1 
Vagotomy and gastroenterostomy 2 
Complete gastric resection l 
Excision of ulcer 2 
Repair of perforation 2 
Exploratory .. ‘ l 
Celiac guneilenactene PE pe ea ee Ne 1 

70 


S| ae 





No 
Follow 
Up Excellent Good Poor Dead 
1 35 6 6 7 (a) 
1 2 1 (b) 
1 
1 
1 1 
1 
1 ] 
| 1 (© 
1 
1* 
2 41 8 10 9 
2.8 58.6 11.4 14.3 12.9 


*Patient had subtotal gastric resection followed by vagotomy and then celiac ganglionectomy for continuation of symptoms. 


(a) Three classified as ‘‘excellent”’ 
deaths. 

(b) Classified as “‘poor.” 

(c) Classified as “‘good.”’ 


and one “‘poor” 


in regard to stomach condition. 


The other three are operative or postoperative 











TABLE 8 











ANALYSIS OF SURGICAL PROCEDURES AND FOLLO 
CASES OF UNVERIFIED BENIGN GASTR 


221 Cases of Gastric Ulcer 








No 
Follow 
Cases Up Excellent Good Poor Dead 
Vagotomy....... ‘ 1 1 0 0 
Vagotomy and euteeretumaney Se eee Nn ee 6 1 2 0 3 0 
Repair of perforation.......... : eae 3 1 0 2 0 
TABLE 9 


including a gastrointestinal series which was 
negative at that time but in retrospect an ul- 
cer is noted on the posterior wall of the 
stomach in the middle third of the media. 
Twenty-six of the 28 patients classified as 
“poor” have roentgen evidence of one or more 
gastric ulcers. The other two have findings 
very suggestive of a chronic hypertrophic 
gastritis. 

Table 10 offers one of the many explana- 
tions for the poor prognosis in patients with 
gastric ulcers. Of the 208 cases diagnosed as 
benign ulcers, no check-up x-ray examinations 
were obtained until this study was started four 
months ago and 41 patients went over one 
year without having any follow-up x-ray ex- 
amination. 

The importance of follow-up x-ray exami- 
nations of any patient with an ulcerating 
gastric lesion, regardless of whether it is 
treated medically or surgically, cannot be 
overemphasized. Factors contributing to this 
delay are probably lack of cooperation on the 
part of the patient and failure of the physician 


to recognize the gravity of the lesion detected. 
In this respect it is interesting to note (Table 
7) that of these 221 patients 89 were first seen 
by internists, 35 by surgeons and 97 by gen- 
eral practitioners. It is probable that the gen- 
eral practitioner who sees an average of one 
gastric ulcer every two to three years might 











ANALYSIS OF FOLLOW-UP X-RAY STUDIES ON 208 
CASES OF BENIGN ULCERS 


221 Cases of Gastric Ulcer 


oO. 
Patients 


Percentage 
No check-up x-rays a 66 $1.7 
Within one month.. den 27 13.0 
Within three months ; 28 13.5 
Within six months eae 20 9.6 
Within one year.. ects 9 43 
Over one year....... ae 41 19.7 
X-ray studies elsewhere $ 10 48 
Patient died within one month... 7° 3.4 


208 





*Four died in hospital with massive gastric hemorrhage _ 
out x-ray examination. Three are operative and postoperati 
deaths. 

BS Ar ee 


raBLe 10 











sin 
late 
says 
mil 
ule 
pro 
to | 
fore 
tha 
pite 
unt 


way 
pita 
sti 
ther 
ficie 








952 


Talive 


cted. 
rable 


gen 
 gen- 
f one 
night 


208 


ge with- 
yperative 


———— 
—— 








Vol. 45 No. 11 


not realize the gravity of the lesion, and it is 
the responsibility of the roentgenologist who 
detects the ulcer to explain and emphasize the 
importance of follow-up x-ray studies. 


Once the physician has accepted the respon- 
sibility of treating his patient medically he 
should be urged to follow the criteria outlined 
by Jordan® such as: (1) The complete disap- 
pearance of a lesion on x-ray study including 
the return of flexibility of the gastric wall 
within a maximum of eight weeks. (2) The 
disappearance of blood in the stool under con- 
trolled conditions. (3) The disappearance of 
symptoms. (4) The absolute absence of recur- 
rence. I think we should add to this follow- 
up x-ray examinations at least every six 
months for five years after the ulcer has com- 
pletely healed. 


According to LaDue,® an ulcer patient 
should not be told that he is cured and that 
he does not need further observation. He 
should be seen at regular intervals just as if 
he had had a gastric resection for carcinoma 
since about five to 10 per cent of such patients 
later develop a gastric malignancy. Comfort® 
says that the physician should always bear in 
mind that about 10 per cent of the gastric 
ulcers that appear to be benign will eventually 
prove to be malignant and it is very important 
to talk the matter over with the patient be- 
fore medical treatment is begun, ascertaining 
that the patient is willing to stay in the hos- 
pital and be treated under hospital conditions 
until the ulcer has absolutely disappeared. 


Due to economic conditions it is not al- 
ways feasible to treat the patient in the hos- 
pital; however, he can usually be placed on a 
strict medical regime at home and certainly 
there is no excuse for failure to obtain suf- 
fient follow-up x-ray studies to determine 
the progress of healing. 


That malignant ulcers will also decrease in 
se under a strict medical regime is known 
by all roentgenologists; however, it is unusual 
for the ulceration to disappear completely and 
more unusual for the gastric wall to return to 
its normal flexibility as can be demonstrated 
on mucosal relief studies. 


The incidence of carcinoma developing on 
abenign gastric ulcer is a moot question and 
very difficult to prove; however, Case 2 is 
Very suggestive. 
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SUMMARY AND CONCLUSIONS 


(1) Analysis of 221 cases of gastric ulcer 
with follow-up studies on 95 per cent has been 
presented. 


(2) The difficulties encountered in dif- 
ferentiating between benign and malignant 
gastric ulcers are discussed, 13 of this group 
having proved to be malignant. None of these 
ulcers was situated on the greater curvature. 

(3) Gastroscopy is of considerable help in 
the differential diagnosis between benign and 
malignant ulcers as well as in determining the 
prognosis under a medical regime. 

(4) Multiple gastric ulcers are present in 
6.7 per cent of the benign group and 15.4 per 
cent of the malignant group. An associated 
duodenal ulcer was present in 20.7 per cent 
of the benign group and 15.4 per cent of the 
malignant group. Follow-up studies show that 
61.3 per cent of the surgical patients and only 
38.3 per cent of the patients treated by medical 
management were classified as excellent. 


(5) The responsibility of the attending 
physician and roentgenologist for adequate 
follow-up x-ray studies has been emphasized. 
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DISCUSSION (Abstract) 


Dr. R. D. Moreton, Fort Worth, Tex.—The very 
high percentage of follow-up studies and the complete- 
ness of them lends considerably to the value of Dr. 
Vaughan’s findings and conclusions. 

I feel that I can only emphasize a few points which 
he has made. The radiologist’s responsibility is very 
great in gastrointestinal examinations as well as in 
other fields. Many doctors and especially the general 
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practitioners depend upon us for diagnostic help. 
We should strive to diagnose the lesion accurately, and 
to realize that in many instances our final report will 
determine the course of treatment and possible out- 
come of this patient. 

The percentage of ulcers which were found by Drs. 
Vaughan and Nichols to be malignant is certainly 
informative and the conclusions gained here reveal the 
necessity of follow-up examinations. This was empha- 
sized in the conclusions drawn by Stevenson and Yates 
who felt that it was impossible at any one roentgeno- 
logic examination definitely to differentiate a gastric 
ulcer from a gastric carcinoma, but that if adequate 
criteria for benignancy are kept in mind, this single 
procedure is about as accurate as any test in the field 
of medicine. 

Finally, I should like to stress the importance of 
gastroscopy as a help in differential diagnosis. This is 
more important in patients who have some associated 
conditions making them a poor surgical risk or who 
have high lesions more difficult for surgical approach. 





URETERAL OBSTRUCTION 
SECONDARY TO EXTRA-URETERAL 
INFECTION* 


By Jack Hucues, M.D. 
Durham, North Carolina 


When ureteral obstruction occurs secon- 
darily to an extra-ureteral process and the 
presenting symptoms are referable to the 
urinary tract, the primary condition may be 
overlooked. This is sometimes the case when 
obstruction of a ureter occurs secondary to 
infection arising nearby. Although this entity 
is a well-recognized one, there are few refer- 
ences to it in recent urological literature. It 
is our purpose, then, (1) to present a brief 
discussion of the general aspects of ureteral 
obstruction secondary to extra-ureteral infec- 
tion; and (2) to point out some specific well- 
established procedures which are of value in 
the diagnosis and treatment. This discussion 
is based on a study of the literature and our 
experience in four cases occurring in female 
patients. 


ANATOMY AND PATHOLOGY 


The abdominal part of the ureter lies be- 
neath the peritoneum on the psoas muscle. 
The pelvic ureter passes in front of the 





*Read in Section on Urology, Southern Medical Association, 
Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 
1951. 

*From the Departments of Urology, Ancker Hospital, St. 
Paul, Minnesota, and Watts and Lincoln Hospitals, Durham, 
North Carolina. 
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sacro-iliac joint and on the left is in close 
relation to the sigmoid flexure; on the right, 
to the terminal ilium. In the male, it curves 
medially beneath the vas deferens near the 
ampulla and opposite the siminal vesicle to 
enter the bladder obliquely. In the female, the 
pelvic ureter courses behind the ovary and 
fallopian tube. Terminally, it runs close to 
the cervix uteri and upper part of the vagina 
to enter the bladder obliquely. 

Infection occurring in close relation to the 
ureter anywhere along its course may involve 
it secondarily and lead to obstruction. This 
obstruction is produced by extension of the 
process into the ureteral wall, by mechanical 
pressure from the inflammatory mass, or by a 
combination of the two. Schreiber,’ Walther 
and Willoughby,'* and Crabtree and Kontoff* 
have described in detail the pathological 
process in the involved ureter. The early find- 
ings are those of any acute infection. There 
is edema of the entire ureteral wall including 
the mucosa, and infiltration of round cells 
and polymorphonuclear leukocytes. Later the 
polymorphonuclear leukocytes are replaced 
almost completely by round cells. If effective 
treatment is not carried out or the process 
does not become arrested, the end result is 
dense scarring of the ureteral wall. 

The following extra-ureteral infections have 
been reported as causing secondary ureteral 
obstruction: 

Tubo-ovarian abscess: Schreiber, and Klempner5 

Psoas abscess: Vuori,11 Thomas and Kinsella? 

Tuberculous mesenteric glands: Hepburn,3 and 
Valentin10 

Seminal vesiculitis: Pugh,?7 and Carsonl 

Peritonitis from ruptured appendix: Crabtree, et 
alii2 

Nonspecific retroperitoneal infection: Ormondé 

Appendical abscess: Kerr and Gillies4 


DIAGNOSIS 


This discussion is limited to those cases in 
which the patient’s main symptoms are re 
ferable to the urinary tract. The symptoms 
are usually those of urinary infection, that is, 
fever, flank pain, frequent urination, et cetera, 
and the extra-ureteral infection is seldom sus- 
pected. 

The presence of a palpable mass in the 
pelvis, or perhaps abdomen, is of great diag- 
nostic value. The importance of a bimanual 
rectovaginal examination in the female and 
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rectal examination in the male patient is uni- 
versally recognized. 

Examinations of the blood and urine con- 
firm the impression of urinary tract infection 
but seldom suggest the primary process. Rou- 
tine flat plate x-ray of the urinary tract is of 
little or no aid. Intravenous urograms may 
or may not be of value. Often they will show 
evidence of urostasis on the affected side. 
Cystoscopy with ureteral catheterization is 
usually indicated and is done preferably when 
the most acute symptoms have subsided. 
Ureterograms made by retrograde injection of 
the ureter are most valuable. We have usually 
employed and prefer the Foley cone tip 
catheter. The Braasch bulb catheter, Ravich 
metal tip bougie or the wax cuff catheter may 
be used depending upon the preference of the 
operator. 

Complete x-ray studies will undoubtedly 
establish the diagnosis of ureteral obstruction 
and demonstrate the point of obstruction. 
When these findings are considered along 
with other clinical features, the location and 
type of the primary disease process is often 
evident or strongly suspected. 


TREATMENT 


Specific treatment varies in each case and 
is determined by several factors; the most 
important of which are: (1) the nature of 
the primary disease; (2) the degree of ureteral 
involvement; and (3) the extent of damage 
to the urinary tract above the ureteral ob- 
struction. 


Early treatment consists of adequate doses 
of various chemotherapeutic or antibiotic 
agents for control of the primary infection as 
well as the existing urinary tract infection. 
Occasionally, early catheter drainage of the 
obstructed ureter is necessary. In very rare 
instances, those with ruptured appendix for 
example, a diagnosis might be established 
which would require treatment directed 
mainly toward the primary disease. 

Later, after the acute process subsides, and 
the diagnosis of obstruction is established by 
means discussed above, the treatment will be 
either conservative or surgical. Conservative 
treatment consists of nonoperative measures 
directed toward control of infection either in 
the urinary tract or in the primary lesion by 
use of antibiotics, chemotherapy, et cetera, and 
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periodic ureteral dilatations. The effective- 
ness of the latter will depend on the degree 
of ureteral involvement; the more scar tissue 
present the more frequent the dilatations. 
The indications for conservative treatment 
are: (1) ureteral obstruction secondary to 
infections known to respond to nonsurgical 
measures. For example, pelvic inflammatory 
disease and seminal vesiculitis usually respond 
to antibiotics, chemotherapy, heat, et cetera; 
(2) slight to moderate degrees of secondary 
ureteral obstruction in which a diagnosis of 
the primary infection has not been established; 
(3) ureteral obstruction persisting after surgi- 
cal treatment of the primary infection; and 
(4) certain cases of extra-ureteral tuberculosis 
which have healed leaving obstructing scar 
tissue. 


Surgical treatment consists of attempted 
eradication of the primary infection by ex- 
cision or incision and drainage plus ureter- 
olysis when indicated. In the presence of a 
badly damaged kidney, particularly if ureter- 
olysis is impossible, nephrectomy may be 
desirable (Case 2). The main indications for 
surgery are: (1) ureteral obstruction secon- 
dary to a condition requiring surgery in itself, 
for example appendicitis; and (2) failure of 
conservative management, particularly if the 
diagnosis is in doubt. 


If the pelvic ureter is obstructed, the trans- 
peritoneal operative route is often chosen. A 
low rectus or paramedian incision is preferred 
because through this incision the abdominal 
viscera can be inspected for the primary 
process, access gained to most retroperitoneal 
pathology, and the ureter is accessible for lysis. 
If nephrectomy is indicated, the incision can 
be extended superiorly and the kidney re- 
moved transperitoneally (Case 2). The ap- 
proach for obstruction of the abdominal 
ureter is either through a flank or a high 
paramedian incision. In the presence of 
tuberculosis, the approach should be an extra- 
peritoneal one. 


Ureteral obstruction secondary to extra- 
ureteral tuberculosis is a problem in itself. In 
general, if surgery is required it is directed 
toward the primary process or done for re- 
moval of associated unilateral upper urinary 
tract tuberculosis (Case 1). Nephrostomy as 
a life saving procedure might be indicated in 
very rare instances. 
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ILLUSTRATIVE CASES 


Case 1—A. K., a 30-year-old white woman on the 
Tuberculosis Service, was referred to Urology because 
of recurrent attacks of right flank pain, chills, and 
fever. A recent abdominal surgical exploration had 
revealed tuberculosis pelvic inflammatory disease pri- 
marily on the right side. The positive physical findings 





Fic. 1, Case 1 


Tuberculous salpingitis. Retrograde bulb pyelogram, right, 
preoperative. 


Fic. 2A, Case 2 


Tubo-ovarian abscess. Retrograde pyelogram, right, pre- 
operative. 
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were right flank tenderness, and a mass in the right 
side of the pelvis on bimanual vaginal examination. 
An intravenous pyelogram showed a grade 3 hy- 
dronephrosis and delayed output of the dye. The left 
kidney and ureter were normal. The fever subsided 
and a right retrograde bulb pyeloureterogram was 
done (Fig. 1). There was marked narrowing of the 
pelvic ureter starting just above the ureterovesical 
junction and extending upward for 3 cm. Above the 
constriction there was grade 3 hydroureter and hy- 
dronephrosis. Urine culture from the right kidney was 
positive for tubercle bacilli; that from the left was 
negative. The right kidney and ureter were removed 
through a flank incision down to the point of obstruc- 
tion. The anterior limb of the incision was extended 
downward to facilitate removal of the ureter. The 
postoperative course was uneventful. Pathological 
diagnosis was: tuberculosis of the kidney; acute and 
chronic pyelonephritis. 

Case 2—M. H., a 46-year-old colored woman, was 
admitted with a diagnosis of thrombophlebitis of the 
right leg and stricture of the right ureter. There had 
been recurrent bouts of right kidney and bladder in- 
fections for one year. Physical examination revealed 
evidence of right thrombophlebitis. Bimanual rec- 
tovaginal examination revealed a hard smooth mass, 3 
cm. in diameter, fixed to the right pelvic wall in the 
region of the ovary. The thrombophlebitis subsided 
promptly and cystoscopy and retrograde pyelograms 
were done. The left kidney and ureter were normal. 
A Fr. No. 5 catheter was passed to the right kidney 
after bypassing definite obstruction at the 5 cm. mark; 
30 cc. of infected urine was aspirated from the right 
kidney and a retrograde pyelogram made (Fig. 2A). 


Fic. 2B, Case 2 


Tubo-ovarian abscess. Retrograde bulb pyleogram, right, 
preoperative. 
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A Braasch bulb pyeloureterogram was also made on 
the right side (Fig. 2B) and showed narrowing of the 
ureter from just above the ureterovesical junction to 
the pelvic brim. Exploration was carried out through 
a right lower abdominal pararectus incision. A general 
surgeon assisted at the operation. The mass, 3 cm. in 
diameter, involved the right ovary and ureter and was 
firmly adherent to the pelvic wall. The ureter was 
completely surrounded by dense fibrous tissue and 
could not be mobilized. In the presence of a normal 
left kidney and the probability of a badly damaged 
right kidney, nephrectomy seemed to be indicated. A 
large section of the mass was taken for pathological 
examination. The incision was then extended upward 
and a transperitoneal nephrectomy performed. The 
postoperative course was uneventful. The pathological 
diagnosis was: (1) biopsy, chronic inflammatory tissue; 
(2) kidney, acute and chronic pyelonephritis; little 
functioning kidney remaining. 

Case 3—F. F., a 41-year-old white woman, was ad- 
mitted with right flank pain and fever. One month 
previously she had experienced moderate epigastric 
and right flank pain associated with nausea and vom- 
iting; no chills or fever. She was treated with penicil- 
lin and the symptoms subsided in 48 hours. Physical 
examination revealed an oral temperature of 103° F., 
extreme right costovertebral tenderness, and a smooth 
slightly tender mass 3-4 cm. in diameter was palpable 
on bimanual vaginal examination in the right side of 


ll 
Fic. 3A, Case 3 


Appendical abscess. Retrograde bulb pyelogram, right, 
Preoperative. 





HUGHES: URETERAL OBSTRUCTION 1047 


the pelvis. The urine was loaded with pus cells. The 
white blood count was 8,600. 


This patient was given sulfadiazine, 1 gram every 6 
hours, and became asymptomatic in 72 hours. In- 
travenous pyelogram showed delayed function and 
probably hydro-ureter and hydronephrosis on the right 
side. The left kidney was normal. A right bulb 
pyeloureterogram (Fig. 3A) revealed marked narrowing 
of the pelvic ureter for a distance of 3 cm. After a 
consultation with the gynecology service, and with the 
assistance of a gynecologist, abdominal exploration 
was carried out through a right pararectus incision. 
A well walled-off abscess of the distal half of the ap- 
pendix was found. The right ureter was densely ad- 
herent to the wall of the abscess. The appendix was 
removed and ureterolysis was done with some diffi- 
culty. The postoperative course was smooth. The 
patient was discharged on the tenth postoperative day 
but was re-admitted two weeks later with right flank 
pain, temperature of 101° F., and pyuria. Sulfadiazine 
was administered and 48 hours later a Fr. No. 6 
catheter was passed to the right kidney with ease; 65 
cc. of cloudy urine was aspirated, and the catheter left 
in for drainage. The temperature returned to normal 
in four days and the catheter was removed. She was dis- 
charged on the fourteenth hospital day. She was not 
seen again until seven months later when she returned 
for a check-up examination. She had been asympto- 
matic since her last admission. Urinalysis was negative. 
A Fr. No. 8 dilating ureteral bougie was passed to the 
right kidney with ease. A bulb retrograde pyelouretero- 
gram (Fig. 3B) suggested slight regression of the hy- 
dronephrosis. 

Case 4—M. W., a 30-year-old white woman, was 
admitted with a history of painful, frequent urination 





Fic. 3B, Case 3 


Appendical abscess. Retrograde bulb pyelogram, right, 
seven months postoperatively. 
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and right lower abdominal and right flank pain for 
one week. The urine had been grossly bloody on 3 or 
4 voidings. She had experienced no chills, fever, 
nausea or vomiting. Her symptoms had persisted de- 
spite daily injections of penicillin at home. On 
physical examination the temperature, pulse, and res- 





Fic. 4A, Case 4 


Appendicitis. Retrograde bulb pyelogram, right, one year 
preoperatively. 





Fic. 4B, Case 4 


Appendicitis. Intravenous pyelogram, three days preoper- 


atively. 
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piration were normal. There was moderate tenderness 
in both lower abdominal quadrants and at the right 
costovertebral angle. Bimanual rectovaginal examina- 
tion was negative. The white blood count was 6,450. 
The urine showed 4-plus pyuria and 1-plus hematuria. 
The patient was transferred to the urology service with 
the diagnosis of right ureteral stone. X-ray of urinary 
tract was negative for stone. On cystoscopy the bladder 
was found normal. Catheters were passed to each 
kidney with ease. Bilateral retrograde pyelograms 
showed a normal left kidney; there was moderate hy- 
dronephrosis and hydroureter on the right. A right 
bulb pyeloureterogram (Fig. 4A) showed narrowing of 
the right pelvic ureter with hydro-ureter and hy- 
dronephrosis above. She became asymptomatic and 
was discharged on the eighth hospital day. The dis- 
charge diagnosis was stricture of right pelvic ureter, 
cause unknown. She was instructed to return for 
ureteral dilatation. 

The patient was next seen one year later after 
having been admitted to the gynecology service because 
of persistent vague lower abdominal pain. There had 
been no recurrence of the bladder symptoms nor the 
right flank pain. Physical examination was completely 
negative. Urinalysis was reported negative. An intra- 
venous urogram showed right hydronephrosis and 
hydro-ureter of slightly less degree than on the previous 
admission (Fig. 4B). Exploratory laparotomy was done 
by the gynecology staff and a 10 cm. long retrocecal ap- 
pendix was found. There were dense adhesions to the 
adjacent strictures and the ureter appeared to be in- 
volved. Ureterolysis was not done. The impression 
was that the ureteral obstruction was secondary to 
retrocecal appendicitis. A bulb pyeloureterogram 
(Fig. 4C) seven weeks postoperatively suggested further 
regression of the ureteral process. 





Fic. 4C, Case 4 


Appendicitis. Retrograde bulb pyelogram, right, seven 
weeks postoperatively. 
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SUMMARY 


(1) The etiology, pathology, diagnosis and 
treatment of ureteral obstruction secondary to 
extra-ureteral infection are discussed along 
recognized urological principles. 

(2) The diagnostic value of the bimanual 
rectovaginal examination and of bulb pyelo- 
ureterograms is stressed. 

(3) The value of a transperitoneal surgical 
approach to the ureter in many of these cases 
is pointed out. 

(4) Four illustrative cases are presented. 
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DISCUSSION (Abstract) 


Dr. Montague L. Boyd, Atlanta, Ga.—As illustrated 
by the cases reported by Dr. Hughes, the ureter at 
times becomes involved in acute or chronic inflam- 
matory processes which arise outside it, and at times 
the involvement is sufficient to produce ureteral ob- 
struction. 


As Dr. Hughes points out, it is certainly very im- 
portant for the urologist to recognize the existence of 
such extra-ureteral conditions whenever they are pres- 
ent because they may well be far more important than 
the obstruction or obstruction and accompanying in- 
fection which is produced. 

I have been surprised that in my many years of 
urological surgery I have seen so few cases similar to 
those of Dr. Hughes where inflammatory processes, 
beginning outside the ureter, have involved the ureter 
sufficiently to produce an obstruction causing signifi- 
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cant symptoms. Those which I have seen have oc- 
curred in acute salpingitis, appendicitis, and seminal 
vesiculitis. 

I feel rather sure that my failure to find the con- 
dition more frequently has not been because I have 
not looked for it. While I was still working in urology 
in Baltimore about 1910, a case was reported of 
hematuria due to ureteral involvement in an acute 
appendicitis. I was much impressed by the report 
and have kept it in mind, but I have never seen such 
a hematuria. In fact, in trying, in right-sided abdomi- 
nal pain, to differentiate acute appendicitis from 
ureteral colic, I have come to consider blood in the 
urine as a finding pointing rather conclusively to 
ureteral stone or stricture. 

And then too, for a great many years I have made 
every effort to get good ureteral filling in all retrograde 
urograms and I have been quite successful so that I 
find most ureteral obstructions when they exist. 

I believe that the most common ureteral involve- 
ment which I have seen produced by chronic infections 
has been those produced in the upper ureter by the 
perirenal changes occurring in the severer chronic 
inflammations of the kidney and kidney pelvis. These 
are not infrequently seen, of course, at operations on 
the kidney. Involvement of the lower end of the 
ureter by bladder inflammations is far rarer and the 
only cases I have seen have been in diverticula of the 
bladder, and even then most of the obstructions have 
been due to displacement and pressure rather than to 
inflammatory involvement. 

The ureter throughout its course is rather well pro- 
tected from inflammatory invasion by periureteral 
disease. The upper ureter is completely surrounded 
by a large amount of fat, and further down, instead of 
being fixed to the posterior abdominal wall or to the 
structures overlying the posterior wall, it is more 
closely attached to the loosely fixed peritoneum. In an 
extraperitoneal exposure of the lower ureter we find 
the ureter is pulled away from the posterior wall 
structures with the peritoneum. 

It is true that the ureter is more fixed in the bony 
pelvis, as it approaches the bladder, but even here it 
must be protected, to some degree at least, from ob- 
struction, because I have not found any marked 
ureteral involvement in the cases which I have seen of 
vesico-intestinal fistula, caused by a ruptured di- 
verticulum of the rectum or sigmoid, and I have been 
surprised at how often serious obstructions are absent 
even in rather extensive carcinoma of the cervix and 
of the prostate, although they are of course frequent 
enough. 

In addition to the protection afforded the ureter by 
its surroundings, I wonder whether the ureteral 
peristalsis has something at least to do with protecting 
it from inflammatory invasion and, where acute in- 
vasion has occurred, with helping to bring about ab- 
sorption of the inflammatory processes. 

These things are perhaps not entirely relevant to 
the discussion of Dr. Hughes’ paper, but are, I believe, 
worth mentioning. 


ed 
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RATIONAL APPLICATION OF 
BIOSTATIC DRUGS 
IN AGRANULOCYTOSIS* 


By Leon S. SALER, M.D. 
New Orleans, Louisiana 


Agranulocytosis due to sulfa drug was first 
reported in 1937 by C. J. Young.t The disease 
has been caused by a wide variety of medicinal 
agents and is characterized by sudden onset 
of extreme prostration, chills, high tempera- 
ture, and necrotizing angina. Granulocytes 
are absent or markedly reduced in the peri- 
pheral blood as well as in the bone marrow, 
while other blood elements are little or totally 
unaffected. Mortality is approximately 78 per 
cent in cases receiving no specific treatment. 
A host of therapeutic agents were tried with- 
out marked benefit until the advent of chemo- 
therapeutic and antibiotic drugs. Since death 
is due to sepsis occurring in the brief period 
when granulocytes are absent, the aim of treat- 
ment is to protect the patient from infection 
until leukocytic production returns to normal. 

The selection and timing of biostatic or 
chemotherapeutic drugs used in treatment 
should be based on the following considera- 
tions: 

(a) If the agranulocytosis appears due to 
sensitivity to a certain chemotherapeutic agent 
(in this case a sulfonamide) all drugs of this 
chemical category should be avoided, if pos- 
sible. 

(b) Initial and continuous prophylactic 
therapy against sepsis should utilize bacterio- 
static agents which have the following charac- 
teristics: 

(1) Low toxicity and low incidence of seri- 
ous allergic reaction. 


(2) Effectiveness against a wide range of 
human pathogens. 


(3) Effectiveness over a prolonged period of 
use without the appearance of resistant strains 
of organisms. 

Penicillin fulfills the above requirements 
closely, but one other drug with similar quali- 
ties should probably be added. Aureomycin, 
chloramphenicol, or terramycin would be suit- 





*Received for publication May 21, 1952. 

*From Medical Service, U. S. Public Health Service Hospital, 
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able and would broaden the bacteriostatic 
spectrum. 

(c) Drugs such as streptomycin, character- 
ized by the rapid appearance of resistant 
strains of organisms, should be reserved until 
there is reason to suppose that organisms 
against which they are effective are actually 
invading tissue. Then they should be used in 
high dosage. While it is desirable to culture 
such organisms and determine their in vitro 
sensitivity to streptomycin, the decision to use 
the drug should not be delayed pending the 
results of such studies. Streptomycin should 
be started on clinical indications. It is justifi- 
able to assume that the patient may be suffer- 
ing from a streptomycin susceptible organism 
on the basis of any of the following: 


(1) Failure to improve after a fair trial (two 
or three days) of penicillin and one of the 
other antibiotics listed above. 


(2) Initial improvement followed by re- 
appearance of fever, chills, and toxicity. 


(3) The appearance of increasing numbers 
of gram-negative bacilli in smears of the 
secretions from the nose and throat, in the 
sputum, or in the urinary sediment. This last 
finding alone is not sufficient grounds for 
starting streptomycin unless it is associated 
with failure of the patient to improve. 


(4) A positive blood culture following in- 
itial treatment. 


CASE REPORT 


W. F., age 24 years, was admitted to the Medical 
Service of the U. S. Public Health Service Hospital, New 
Orleans, Louisiana on March 6, 1950 at 10:00 P.M. The 
patient was too ill to give a history. From her attend- 
ing physician it was learned that she had become ill 
at about 4:00 P.M. of the preceding day. She had 
complained of sore throat, chills (temperature 104 
degrees Fahrenheit), and malaise. She had become 
semi-comatose by the following morning. She received 
a total of 800,000 units of penicillin during the twenty- 
four hours prior to entry into the hospital. Her 
physician further said that he had treated her with 
20 grams of sulfadiazine (4.0 grams daily for five days) 
some two weeks before. This was for an ulcer of the 
vulva thought to be chancroid. Physical examination 
revealed a desperately ill, well developed, well nour- 
ished, white woman. She was incontinent of feces and 
urine, agitated, and delirious. Her temperature was 
105.4 degrees Fahrenheit, pulse 100, respirations 26 per 
minute, and blood pressure 110/50. The neck showed 
massive swelling most marked in the parotid region. 
So diffuse was the swelling that it was impossible to 
determine the character of the underlying tissue. The 
mucous membranes of the mouth and pharynx were 
moderately congested but showed no ulceration nor 
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necrosis. The liver and spleen were not palpable. 
There was no generalized glandular enlargement. The 
remainder of the physical examination was normal 
and a tentative diagnosis of mumps with encephalitis 
was made. The initial blood count was: white blood 
count 2,000 per cu. mm., neutrophils 4 per cent, lym- 
phocytes 90 per cent, monocytes 6 per cent, red blood 
count 4,000,000 per cu. mm., and hemoglobin 9.5 
grams. Urine albumin was 60 mg. per cent with 1-3 
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pus cells per high power field and 1-3 granular casts 
per low power field. Other routine laboratory reports 
were not significant. The diagnosis was changed from 
mumps with encephalitis to agranulocytosis due to 
sulfadiazine. Sternal bone marrow on the fourth hos- 
pital day revealed a very cellular marrow with mye- 
loid hyperplasia and no abnormal cells. The consult- 
ing hematologist concurred in the diagnosis of agranu- 
locytosis presumably due to sulfadiazine. Despite the 
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Fic. 1 


Chest x-ray March 21, 1950 (bedside) shows bronchopneu- 
Hong infiltration of left lung field with abscess in midlung 
ield. 











heb e, 
Fic. 2 


Chest x-ray May 23, 1950 shows complete resolution of left 
lung lesions. 
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patient's critical state at the moment, he gave a good 
prognosis based on the early appearance of myeloid 
hyperplasia. 

Sepsis, sedation, nutrition, and asphyxia were the 
hardest problems faced in the management of the case. 


Sepsis was treated by the immediate administration 
of penicillin and aureomycin. At the same time fre- 
quent smears and cultures of the mouth and pharynx, 
blood, and stools were obtained. Particular attention 
was paid the pharynx and while neither gross ulcera- 
tion nor necrosis developed, frequent smears and cul- 
tures were made to detect any change in the predomi- 
nant bacterial flora. Initially heavy mixtures of gram- 
positive and gram-negative cocci were recovered from 
the throat with hemolytic streptococci predominating. 
Subsequently, pharyngeal smears and cultures changed 
with gram-negative bacilli predominating. Strepto- 
mycin was added at this point. Dosages were: aqueous 
penicillin 150,000 units every three hours, procaine 
penicillin 300,000 units every twelve hours, aureomycin 
500 mg. every six hours, and streptomycin 0.5 grams 
every four hours. Cultures and smears showed a pro- 
gressive diminution of bacteria of all kinds. Later re- 
ports showed but a few gram-negative organisms. 
Yeast cells appeared at this point. No ulceration oc- 
curred. The swollen cervical lymph nodes never 
became fluctuant. Blood cultures were consistently 
negative. The patient did develop multiple abscesses 
of the left lung. These healed without incident. The 
temperature for sixteen days ranged between 105.4 
degrees Fahrenheit and 102 degrees Fahrenheit. Her 
temperature was 101 degrees Fahrenheit or higher on 
a total of twenty-eight days. 


Adequate sedation was never satisfactorily main- 
tained. The patient was delirious and required con- 
stant attendance. She required parenteral fluids, trans- 
fusions, plasma, nasal oxygen, bladder catheterization, 
and stomach and rectal tubes for fifteen days. 


Asphyxia was a menace for the first seventy-two 
hours in the hospital. This was due to narrowing 
of the pharynx principally from encroachment of en- 
larged cervical glands. The accumulation of mucus 
caused additional narrowing of the pharyngeal space. 
Constant surveillance was mandatory with aspiration 
of the pharynx every five or ten minutes for about 
three days. Cyanosis occurred repeatedly but was re- 
lieved by aspiration or swabbing. A tracheotomy set 
was kept at the bedside. 


Additional measures included the application of hot 
boric packs to the swollen glands of the neck, injec- 
tion of aqueous adrenal cortex extract (3.3 cc. intra- 
venously three times a day for ten days) and liver 
extract (10 units every day). 

Fever persisted for five weeks. The patient became 
aware of her surroundings for the first time on the 
tenth hospital day when her eyes began to follow 
persons in the room. Lymphadenitis was quiescent 
by the sixtieth hospital day. The patient was dis- 
charged fully recovered except for enlarged, non- 
tender, cervical lymph nodes and a rapid pulse rate. 
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SUMMARY 


A case of agranulocytosis due to sulfadiazine 
and complicated by a cervical lymphadenitis 
and multiple lung abscesses treated with peni- 
cillin, aureomycin, and streptomycin with re- 
covery is reported. Antibiotics were used in 
accord with clinical signs and _bacteriologic 
indications. Streptomycin was withheld inten- 
tionally until the appearance of presumptive 
evidence of actual infection with streptomycin- 
sensitive organisms. 





CORDOTOMY IN THE PALLIATIVE 
TREATMENT OF PARALYSIS 
AGITANS* 


By B. Lionet Truscort, Ph.D., M.D. 
Chapel Hill, North Carolina 


The temporary disappearance of alternating 
tremors, following the onset of hemiplegia in 
a patient with paralysis agitans,5 indicated 
that surgical interruption of certain fiber 
tracts might possibly relieve these patients of 
this disabling aspect of the disease. The first 
attempts, however, were directed toward al- 
leviating or abolishing choreoathetoid move- 
ments. 


Largely due to the work of Putnam,**® con- 
siderable success has been achieved by cor- 
dotomy in the relief of tremor and rigidity in 
patients suffering from the parkinsonian syn- 
drome. At present these cases comprise over 
half of all patients with extrapyramidal dis- 
ease, who have undergone surgery because 
of this disorder. The operative procedures 
have included posterior rhizotomy, cordot- 
omy, section of pallidofugal fibers, section of 
the internal capsule or ablation of the head 
of the caudate, cortical ablation or undercut- 
ting, section of the cerebral peduncle, para- 
pyramidal fasciculotomy, and other less suc- 
cessful procedures including sympathetic rami- 
section or ganglionectomy. 


Cordotomy has been performed more often 
than any other surgical maneuver for the re- 
lief of parkinsonian signs and symptoms. The 
present lull in publication of new cases might 





*Received for publication June 12, 1952. 
*From the Department of Anatomy, University of North 
Carolina School of Medicine, Chapel Hill, North Carolina. 
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warrant a careful, although brief, appraisal of 
the results obtained. The relative merits of 
this operation will be evaluated at greater 
length in a subsequent paper. 


TYPES OF CORDOTOMIES 


(a) Posterior Cordotomy.—The few cases 
in this group are not sufficient to justify de- 
tailed analysis. The consensus is that rigidity 
but not tremor, is alleviated by posterior cor- 
dotomy.!®!? It is very doubtful that any sig- 
nificant benefit can be expected from this 
procedure. 


(b) Anterior Cordotomy.—The belief that 
section of extrapyramidal fibers might be 
beneficial, led to the use of anterior cordot- 
omy in 16 cases;3 46 twelve of these patients 
comprised Machansky’s series. In seven cases 
the rigidity was less, in five the tremor was 
less, and in two the tremor was abolished. 
Thus in 44 per cent of this small group a 
significant alleviation of tremor and rigidity 
was obtained. The mortality (five patients) 
was high in this group, which represented the 
first serious effort to treat this condition by 
cordotomy. 


(c) Lateral Cordotomy.—lIn eighty patients 
with the parkinsonian syndrome a lateral cor- 
dotomy was performed;?7§ 911 all but one of 
these patients were treated by Putnam and 
Oliver. In 57 per cent the tremor was less or 
abolished, and in 34 per cent the rigidity was 
less or abolished; weighing all factors care- 
fully, it is apparent that 50 per cent were 
significantly benefited by the operation. Fur- 
thermore, the tremor was abolished in sixteen 
cases while rigidity disappeared in one; in 
only two cases did paralysis supervene. It 
can be suggested, tentatively, that the success 
of this procedure is attributable largely to its 
effect in tremor. The operative mortality was 
7.5 per cent in this series. 

(d) Anterolateral Cordotomy.—In five pa- 
tients a unilateral anterolateral cordotomy,* 
and in eleven cases an ipsilateral and contra- 
lateral anterior cordotomy! was performed for 
the relief of tremor and rigidity. Despite the 
small series, significant benefit was obtained 
in almost all cases. Tremor was less in all 
cases and abolished in three; rigidity was less 
in thirteen patients and abolished in none. 
Fourteen of the sixteen patients could be 
classified as greatly improved following the 


Operation, which was not attended by a single 
death. 
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DISCUSSION 


A summary of all cases of cordotomy in 
patients with paralysis agitans, shows that 
tremor was significantly relieved in 59 per 
cent, rigidity in 45.7 per cent; considering all 
advantageous and disadvantageous effects, 53 
per cent of the cases benefited by the opera- 
tion. Paresis or paralysis was an unfortunate 
sequel in 2.5 per cent of the patients, and the 
operative mortality was 9.2 per cent. 

A review of all operative procedures, de- 
signed to alleviate parkinsonian signs and 
symptoms, will be published in a subsequent 
paper. At that time, the relative merits of 
cordotomy may be more adequately assessed. 
The above results, however, suggest that this 
surgical procedure benefits a_ significantly 
large percentage of patients, and carries a 
sufficiently low operative mortality to war- 
rant further intensive study. 


SUMMARY AND CONCLUSIONS 


(1) The palliative treatment of paralysis 
agitans has included several surgical proce- 
dures, of which cordotomy has been employed 
most frequently. 


(2) Posterior cordotomy is of doubtful 
value in the relief of this syndrome. 


(3) Anterior cordotomy lessens tremor and 
rigidity alike, but in a large number of cases 
may not be so effective as a lateral or antero- 
lateral cordotomy. 


(4) Lateral or anterolateral cordotomy at- 
fect both tremor and rigidity, although the 
former is more effective in abolishing the 
tremor. 


(5) The low mortality rate and incidence 
of paralysis, following operation, indicate the 
value of further study of cordotomy as a proce- 
dure which might be applied with success to 
cases of disabling parkinsonism. 
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POLIOMYELITIS IN EARLY INFANCY* 
A CASE REPORT 


By Carey W. Puiuips, Jr., M.D. 
Birmingham, Alabama 
and 
J. DEAN Pascua, M.D. 
Albany, Georgia 


The incidence of poliomyelitis during the 
first six months of life, and more especially 
during the newborn period, is significantly 
low. The low incidence in this age group is 
thought to be due to short-term passive im- 
munity transferred from mother to infant. 
Aycock and Kramer! have demonstrated that 
if neutralizing antibodies against poliomye- 
litis can be found in the maternal blood they 
also can usually be found in the infant's 
blood. This protection is thought to be pres- 
ent for about six months as in the case of 
diphtheria immunity. 


A survey of the incidence of poliomyelitis 
in various epidemics (by Hess, Levinson, and 
Hess? in 1942) reveals three cases under six 
months of age in the 1910 epidemic in Wash- 
ington State, 37 cases in the 1916 Philadelphia 
epidemic, 16 cases in the 1927 Ohio epidemic, 
and 10 cases in the 1931 New York epidemic. 
Mouton, Smillie, and Bower* have recently 
reported 10 cases under 6 months of age in 
the 1948 epidemic in Los Angeles County. 
The latter authors found only 17 such cases 
reported in the world literature from 1897 to 
1950. 


There have been numerous cases of polio- 
myelitis complicating pregnancy* early and 
late, but poliomyelitis in the infant is rare. 
Recently there have been case reports of polio- 
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myelitis in infants aged 2, 214, 6, and 8 days® ¢ 
and in each of these cases the mother was 
simultaneously ill with the disease. Only one 
other similar case has been reported. In this 
instance prodromal symptoms appeared in the 
mother 18 hours prior to delivery, and 
symptoms in the infant became manifest on 
the eleventh day of life. A case reported by 
Baskin, Soule, and Mills,* with onset of 
symptoms at 21% days, and a case of Aycock’s 
(reported by Shelokov and Weinstein®) in a 
2-day-old infant suggest an intrauterine in- 
fection. 


The symptomatology in acute poliomyelitis 
during the first 6 months of life is conspicuous 
by the absence of meningeal signs, convulsions 
and gastro-intestinal disturbances. This fact 
may explain why the diagnosis of the disease 
is frequently not suspected until actual par- 
alysis occurs. The positive findings usually 
seen are total flaccidity of the body due toa 
generalized rather than a localized weakness, 
transitory cyanosis without evidence of re- 
spiratory involvement, anorexia, and behavior 
changes with fretfulness and irritability or 
with marked lethargy. 


The following report is of a case of acute 
anterior poliomyelitis with onset of symptoms 
at 14 days of age: 

K. G. D., a 14-day-old white male, was admitted to 
Children’s Hospital on September 15, 1950, with a 
history of listlessness and refusal to take formula for 
one day. On the day of admission, at about 8:00 p.m., 
he suddenly became pale and started breathing ir- 
regularly. There was no history of fever, but on the 
day of admission it was noted that the infant had 3 
stools that were darker than usual. 

This infant was the result of a full-term, uncompli- 
cated pregnancy which was terminated after an 8-hour 
labor. Delivery was from left occiput anterior with 
low forceps and left mediolateral episiotomy. The im- 
mediate condition of the infant was good. Birth weight 
was 8 pounds and length was 19.6 inches. No ab- 
normalities were noted at this time. The infant was 
discharged from the hospital at 7 days of age and did 
well until onset of the present illness. There was no 
known contact with acute poliomyelitis. 


Physical examination on admission revealed an 
acutely ill infant with marked pallor and cyanosis. 
Respirations were rapid, shallow, and grunting. 
Temperature was 98° F.; pulse 140 per minute; res- 
piration 30 per minute. The anterior fontanel was 
soft and the neck supple. Examination of ears, nose, 
and throat was not remarkable. There was no cardiac 
enlargement or murmur. The exchange of air in both 
lung fields was poor, and there was an equivocal 
hyperresonance to percussion. Breath sounds were 
markedly decreased over the left chest. The abdomen 
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was somewhat distended. All extremities were flaccid 
and the deep reflexes hypoactive. The Morro and 
tonic neck reflexes were absent. 


Laboratory studies revealed: 4,700,000 R.B.C.; 16 
Gm. Hgb.; 11,200 W.B.C. with 63 per cent polys, 33 
per cent lymphs, 1 per cent eosinophils and 3 per 
cent monocytes. Urinalysis was negative. Stool ex- 
amination was positive for occult blood. Repeat blood 
count three days later revealed 4,400,000 R.B.C.; 11,250 
W.B.C. with 95 per cent polys, 36 per cent lymphs, 15 
per cent eosinophils and 4 per cent monocytes. X-ray 
of chest was not remarkable. 

The tentative differential diagnoses were (1) cerebral 
hemorrhage, (2) spontaneous pneumothorax with 
atelectasis, (3) adrenal insufficiency, or (4) an acute 
infectious process such as pneumonia, meningitis, or 
poliomyelitis. 

The infant was placed in an incubator with con- 
tinuous oxygen and heat. The cyanosis cleared, but 
the respiration continued to be weak, rapid, and shal- 
low. He was offered formula which was taken poorly 
because of weak sucking and swallowing reflexes. Hypo- 
tonicity became progressively more marked. Treatment 
was purely supportive. Parenteral fluids, heat, stimu- 
lation, and oxygen were given. On the fourth and 
last hospital day the patient’s temperature rose to 
102.2° F., the baby developed gasping respiration and 
cyanosis and expired. 

A spinal tap performed post-mortem revealed 270 
cells with 75 per cent lymphocytes and 25 per cent 
polymorphonuclears. Smears and cultures were nega- 
tive for micro-organisms. 

Post-mortem examination was not remarkable ex- 
cept for microscopic findings in the nervous system. 
Sections taken through the pons, cervical, thoracic, and 
sacral cords all show a marked degree of change, 
characterized by clumping and irregular distribution 
of Nissl substance within the anterior horn cells. The 
later lesions consist of actual karyorrhexis and 
karyolysis with replacement by small glial cells. No 
particular change is noted in cerebral cortex. Every- 
where the blood vessels appear engorged and are sur- 
rounded by collections of small round cells. 


SUMMARY 


A case of poliomyelitis in a newborn infant 
is presented and the literature briefly re- 
viewed. 
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RHEUMATOID SPONDYLITIS* 


By A. H. Crensnaw, M.D.+ 
and 
J. F. Hamitton, M.D.* 
Memphis, Tennessee 


The object of this study is to present the 
general aspects of 154 cases of rheumatoid 
spondylitis seen by the Staff of the Campbell 
Clinic from 1940 to 1949. Some cases seen 
during this period are not included, but as 
selection was made at random, the findings 
should give a representative impression. These 
findings are supplemented with a review of 
the literature. 

Rheumatoid spondylitis is a chronic form 
of arthritis, with onset usually in the sacro- 
iliac joints and progressing to involve the 
posterior intervertebral (apophyseal) joints, 
the costovertebral joints, often the hip joints, 
as well as at times almost any joint in the 
body. This disease has been known variously 
by such names as Marie-Strumpell arthritis, 
ankylosing spondylitis, von Bechterew’s syn- 
drome, and others. The term rheumatoid 
spondylitis was adopted by the American 
Rheumatism Association in 1941.1 


ETIOLOGY 


The nature of rheumatoid spondylitis is 
still in dispute. Even today there is disagree- 
ment as to whether or not this represents a 
spinal localization of typical rheumatoid 
arthritis. Most American authors agree that 
the name rheumatoid is properly applied.! * 
The etiology is unknown, but many predis- 
posing factors have been mentioned. Foci of 
infection and infectious diseases have been 
suspected but no relationship has been estab- 
lished.2 3456 Davison and associates in 19477 
reported a definite increase in urinary excre- 
tion of 17-ketosteroids in 13 males with rheu- 
matoid spondylitis. In 1949,8 they gave their 
experience with 31 males and 4 females treated 
with x-ray therapy. They found that this 
treatment produced a further increase in 17- 
ketosteroid excretion, followed by a relative 
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decrease, and then a return to the previous 
high level even though clinical improvement 
persisted. All of the 14 patients, reported by 
Hench and associates? in 1949, only one of 
which was a simple rheumatoid spondylitis, 
had low ketosteroid excretion and this was 
further lowered by the administration of com- 
pound E. More work along this line in the 
future may uncover a clue as to the etiology 
of this disease. A careful clinical survey of 
the series under study revealed no definite 
etiological relationship. 


PATHOLOGY 


The pathological changes in rheumatoid 
spondylitis closely resemble those found in 
typical rheumatoid arthritis. The early 
changes in the sacro-iliac, apophyseal and 
costovertebral joints consist of synovitis, 
chondritis, and juxta-articular osteitis. The 
synovial membrane is involved first, followed 
by an infiltration with plasma cells and 
lymphocytes arranged in nests around the 
small subsynovial vessels. A villous synovitis 
soon occurs along with effusion into the 
joints. Granulation tissue grows out from the 
synovium eroding and destroying the articular 
cartilage. Eventually the entire joint is filled 
with granulation tissue and later fibrous tis- 
sue. The juxta-articular bone simultaneously 
undergoes changes which by x-ray appear to 
consist of bone destruction and sclerosis. Dif- 
fuse subchondral osteoporosis which may oc- 
cur in some cases is thought to result from 
hyperemia. With progression of the disease 
process, the joint disappears and bony anky]l- 
osis occurs. As for the involved peripheral 
joints, biopsies always show changes identical 
with those seen in rheumatoid arthritis. 


X-RAY CHANGES 


The roentgenographic diagnosis is based on 
the recognition of changes in the sacro-iliac 
and apophyseal joints. While the disease may 
begin at any level, in the large majority of 
cases, the sacro-iliac joints show the earliest 
detectable changes.2246 These changes may 
not develop for many months following the 
onset of symptoms, and the elimination of a 
diagnosis of rheumatoid spondylitis on nega- 
tive x-rays alone is not advised until three 
years have elapsed.* 


Sacro-Iliac Changes.—Routine frontal x-rays 
of the pelvis are recommended for best vis- 
ualization and comparison of the sacro-iliac 


joints.°* These joints in a normal young 
man are clear, and their borders are sharply 
outlined. The sacro-iliac changes? 3 ¢ ® may be 
divided into three stages. 

Stage 1 (Early).—There is a loss of defini- 
tion of the boundaries of the joint. The joint 
appears “blurred” or has a “ground-glass” ap- 
pearance. Present? places emphasis on the loss 
of the sharp outline about the “pear” in the 
lower portion or all of the joint. There is 
little change in the adjacent ilium and 
sacrum, but a zone of mild reactive increased 
density may be apparent. 

Stage 2 (Intermediate)—There is an in- 
crease in the juxta-articular osteosclerosis over 
a larger surface of the sacrum and ilium. 
Picnotic formation or mottling in the joint 
area may be present. 

Stage 3 (Late)—In this stage, x-ray shows 
complete obliteration of the joint space with 
bony ankylosis. After ankylosis occurs, there 
is gradually a decrease in the surrounding 
osteosclerosis. 

For all practical purposes, the sacro-iliac 
changes are bilateral, but sometimes they may 
show unequal changes on the two sides. Cases, 
however, have been reported with unilateral 
involvement. Boland and Present? warn 
against making a diagnosis of rheumatoid 
spondylitis in such cases, unless there are 
other characteristics of the disease or unless 
peripheral rheumatoid arthritis co-exists. 

Vertebral Changes——The changes as seen 
in the spine concern mainly the apophyseal 
joints and the paraspinal ligaments. The 
apophyseal joints in the lumbar area may oc- 
casionally be adequately visualized in routine 
frontal views. This is possible if the joint 
surfaces parallel the sagittal plane. Usually, 
however, oblique views are necessary and 
several trials at different angles may be re- 
quired before maximum visualization of the 
joints is obtained. Curving of the joint sur- 
faces may make a clear view impossible from 
any angle.1° 

The apophyseal alterations are similar to 
those found in the sacro-iliac joints.3 1° Hazi- 
ness and loss of distinct outline of the joints 
are the first changes. Stippling or diffuse 
rarefaction of the articular processes may be 
present. Later, erosion and narrowing of the 
joints occur and finally, bony ankylosis. 


Calcification and ossification of the para- 
spinal ligaments may occur in moderate and 
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severe cases. There may be only one or two 
areas of minimal calcification or in late stages 
marked ossification of all of the ligaments 
may be present, giving the classical appear- 
ance of the “bamboo spine.” Calcification of 
the vertebral ligaments is not considered a 
characteristic or diagnostic reaction. Lime 
salts, liberated by rarefaction of the vertebral 
bone, are said to be deposited in the liga- 
ments, when their tension or mobility is di- 
minished by apophyseal joint disease." 


METHOD OF STUDY 


In the 154 cases reviewed in this study, all 
degrees of involvement by rheumatoid spon- 
dylitis were encountered. The cases were di- 
vided into four groups primarily on the basis 
of roentgenographic changes. (Table 1). 


Table 2 shows the average age and varia- 
tions in age of 151 cases when first examined. 
It will be noted that the average age for the 
entire study is 31.7 years with variation from 
sixteen to fifty-five years. In the first three 
groups, there was a uniform increase in the 
average age. 

Table 3 gives the average age at first ar- 
thritic symptom in 144 cases. No claim is 
made that this represents the age of onset of 








Group I Those with changes limited to the sacro-iliac 
joints, 23 cases. 


Group II Those with changes in the sacro-iliac joints and 
moderate involvement of the spine as evidenced by the degree 
of calcification of the longitudinal ligaments, or changes in 
the apophyseal joints, or both, 33 cases. 


Group III Those with changes in the sacro-iliac joints and 
severe involvement of the spine as evidenced by marked 
calcification of the longitudinal ligaments, or marked changes 
in the apophyseal joints, or both, 96 cases. 


Group IV Those with no changes in the sacro-iliac joints, 
but with involvement of the spine, 2 cases. 


This classification is not absolute since the degree of involve- 
ment of the apophyseal joints could not be determined in 
Many cases. 








TABLE | 
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rheumatoid spondylitis since, in many, the 
original complaints were not referable to the 
back and may or may not have disappeared 
before the onset of back symptoms. However, 
the average age of 22.7 years agreed roughly 
with the findings of Polley and Slocumb” in 
a study of 1,035 cases in which the average age 
of onset was 26.7 years. 


An analysis of the initial symptoms in 150 
cases shows that some type of back complaint 
was present at the onset in 68 per cent. In 
five cases, the disease began with back pain 
and leg pain suggestive of sciatica. In thirty, 
or 20 per cent, pain in one or both hips was 
the initial complaint. Many of these, no 
doubt, did not represent true hip pain, since 
none of the hips in Groups I and II showed 
x-ray changes, and in only three, in these 
groups, limitation of motion was noted. The 
most interesting observation was that pain, 
with or without swelling, in one or more 
peripheral joints other than the hips and 
shoulders, was the initial complaint in 
thirteen cases. Peripheral joint complaints 
occurred in conjunction with back pain in 
five additional cases. The onset of rheuma- 
toid spondylitis with symptoms located in the 
peripheral joints has been pointed out before. 
Polley and Slocumb'? reported an incidence 
of 23 per cent in their large series. 


Table 4 shows the average duration of 








AGE AT FIRST ARTHRITIC SYMPTOM 


Age Cases 

Came 29 g....25.4; eine 7 

MNT, DO s6h os 5c ear da canka cessor 49 

Ne xdtres oes cera onc eee 62 

NN oo itd nav eeoueacneeeuseee oo 23 

ST Bc orinics cso eh eaesertheeeanio 8 Average for 144 


— Cases = 22.7 yrs. 
144 Variation—6-46 yrs. 
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AVERAGE DURATION OF SYMPTOMS 








AGES OF 151 CASES Group Cases —— Duration Variations 
(ears 
Grou Av A iati 
Pp Cases verage Age Variation y ae’ 38 peksiitek 
Years Years 
I 93 25.3 16-47 ae pialcireies. ae 4.6 6 mo.—18 yrs. 
a ies ee 33 99.5 16-44 Ill oe ie 11.2 1.5 yrs.—33 yrs. 
Il ; oa 93 33.6 16-55 ; — 
ae : 2 31.5 18 and 45 IV 2 6.2 6 mo.—1l2 yrs. 
Total 151 31.7 16-55 Total ...... 149 8.6 3 mo.—33 yrs. 
TABLE 2 TABLE 4 
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symptoms in 149 cases to be 8.6 years with 
variation from three months to 33 years. As 
stated above, when discussing the onset of the 
disease, this is only a rough impression. It 
will be noted, however, that the average dura- 
tion of symptoms increases from Group I to 
Group III. 


ANALYSIS BY GROUPS 


Group I.—Twenty-three cases were included 
in this group. All were complaining of pain 
in the back. Back motion was limited in 
eighteen and normal in five. Obliteration of 
the lumbar lordosis, and the presence of 
lumbar muscle spasm, were prominent fea- 
tures but not noted in all. Of sixteen cases in 
which the sacro-iliac joints were examined, 
eleven showed tenderness on one or both 
sides, and five did not. All had normal hips 
except one. This patient showed some limita- 
tion of hip motion along with multiple 
peripheral joint involvement. X-rays of the 
sacro-iliac joints showed bilateral changes in 
all twenty-three cases, but x-rays of the lumbar 
spine were negative with the exception of a 
few that showed mild osteoporosis. 

Group II.—Thirty-three cases were placed 
in this group. Again, pain in the back was 
the predominant complaint, about one-half 
being localized in the low back. Back motion 
was absent or showed moderate to marked 
restriction in 82 per cent of the cases. Muscle 
spasm and tenderness along the spine were 
outstanding features. Many had postural de- 
fects which are usually associated with ad- 
vanced stages of the disease. Two showed 
mild limitation of hip motion. In this group, 
twelve showed no longitudinal ligamentous 
calcification, and twenty-one showed early or 
scattered areas of calcification on available 
x-rays. The apophyseal joints showed changes 
in seventeen, appeared clear in four, and were 
not adequately visualized in the remainder of 
cases. All showed Stage 1 to Stage 3 sacro- 
iliac changes bilaterally. X-rays of the hips 
were negative in all thirty-three cases. 


Group III—This group included ninety- 
six cases in which the disease was far ad- 
vanced. There was a marked variation in the 
location and character of the predominant 
complaints in these patients. Seventy-three 
had complaints referable to their backs, but 
the remainder did not. Other complaints in- 
cluded symptoms referable to the neck, hips, 
shoulders, or peripheral joints. On examina- 
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tion of the back, 81.7 per cent showed no 
motion and 18.3 per cent moderate to marked 
restriction of motion. Most patients showed 
varying degrees of kyphosis. It is important 
and interesting to note that of seventy-six 
who showed no clinical back motion 58 per 
cent complained of back pain. Fifty-seven per 
cent showed physical changes in the hips, 
ranging from mild limitation of motion in 
one hip to bilateral ankylosis. Approximately 
19 per cent of these showed mild to moderate 
restriction of motion and had negative x-rays. 
The remainder of the cases showed x-ray 
changes varying from mild narrowing of the 
joint space to bony ankylosis of one or both 
hips. Of the ninety-five cases in Group III 
with adequate x-rays, sixty-five showed either 
scattered or massive longitudinal ligamentous 
calcification, and thirty showed none in the 
lumbar segment, or dorsal segment, if x-rays 
were available. The apophyseal joints were 
fused in 75.8 per cent, definitely involved, 
but probably not fused in 12.6 per cent, and 
not adequately visualized in 11.5 per cent. 
The sacro-iliac joints all showed Stage 2 and 
Stage 3 changes bilaterally. 

Group IV.—-This group included two cases 
in which the sacro-iliac joints were negative. 
One patient was a forty-five-year-old male, 
with history of symptoms for twelve years. 
X-rays of the dorsal and lumbar spine showed 
marked ligamentous calcification and involve- 
ment of the apophyseal joints throughout. 
The hips were negative. The other patient 
was an eighteen-year-old male who had com- 
plained of pain in the neck and shoulders for 
six months. X-rays showed scattered liga- 
mentous calcification in the lumbar spine and 
none in the dorsal and cervical segments. The 
apophyseal joints in the cervical spine were 
negative and on routine films appeared clear 
in the lumbar area. 


LABORATORY FINDINGS 


Many authors report elevations in the sedi- 
mentation rate in rheumatoid spondylitis, es- 
pecially early in the disease.* ® 121314 In two 
large series, abnormal sedimentation rates 
were found in 80 and 91 per cent of all cases 
sometime during the disease process. It is gen- 
erally believed that an abnormal sedimenta- 
tion rate is an indication of disease activity. 

Sedimentation rates were done in only 
eighty-one cases in this series, 61 per cent of 
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Group I, 73 per cent of Group II, and 44 per 
cent of Group III. In Group I, only 50 per 
cent showed an elevation above fifteen milli- 
meters per hour; in Group II, 67 per cent; 
and in Group III, 86 per cent. Hemoglobin 
determinations were done in 100 cases. Ane- 
mia was not an outstanding feature. White 
blood cell counts and urinalyses were normal 
in practically all cases in which such tests 
were done. 
TREATMENT 


Until relatively recent years, no effective 
palliative treatment was available in the man- 
agement of rheumatoid spondylitis. Scott, in 
1936,'5 was the first to report the use of x-ray 
therapy. Since that time, numerous investi- 
gators!6 17 18 19 have proven its value, even in 
late stages of the disease. The most effective 
form of treatment which has evolved is an 
integrated program including x-ray therapy, 
and medical and orthopedic measures.® 13 16 2" 
Time does not permit a detailed account of 
this regimen. 


FOLLOW-UP ON 32 CASES 


Thirty-two cases, treated by the Campbell 
Clinic Staff, were followed from 1 to 6.75 years 
after their x-ray therapy was begun. Thirteen 
were interviewed and re-examined. Nineteen 
were contacted by letter and questionnaire. 
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Table 6 gives the results in four patients in 
Group II. Two obtained excellent results 
with complete relief of pain and have no back 
symptoms, except on very heavy lifting. Two 
showed good results and now have only minor 
back complaints. Back motion improved in 
three and in one the slight motion previously 
present had disappeared. All were working 
all day every day. 

Table 7 shows the results in twenty-two 
cases in Group III. Five had excellent results 
with complete relief of pain from one to five 
years following treatment. Three had good 
results as evidenced by complete relief of pain 
from six to twelve weeks following each series 








RESULTS: Group II 
(Four Patients, Average Follow-Up Period 3.9 Years) 
X-Ray Follow-Up 


Patient Therapy In Years Working Results 
HCA 6 2 3.25 Yes Excellent 
HCA 790 2 1.8 Yes Excellent 
WCC 59936 3 7.5 Yes Good 
WCC 83197 2 2.75 Yes Good 








TABLE 6 








RESULTS: Group III 
(Twenty-Two Patients, Average Follow-Up Period 3 Years) 








Table 5 shows the results in seven patients ae Fottow-p 
in Group I, following one or two series of Patient Therapy In Years Working Results 
x-ray therapy. The average follow-up period nwceass 1 3 Yes Fair 
was 2.6 years. All except one had had good HCA86 1 8 Yes Fair 
results as evidenced by the fact that back com- HCA 140 2 3 Unable Fair 
plaints became and remained minor after "C45! : 2 Yes sta 
HCA524 6 2.3 No Good 
treatment. All were able to do some type of ‘eae acide ‘ aia, ee 
Df 7 2 edridden Fair 
work all day each day. HCA 893 5 3 Unknown Good 
HCA 941 2 1.5 Part Time Excellent 
HCA 943 2 15 No Fair 
RESULTS: Group I HC A 1049 2 1.3 Bedridden Failure 
(Seven Patients, Average Follow-Up Period 2.6 Years) HCA1123 1 1.25 No Fair 
Sacro- Series Follow- HCA 1217 1 1 Yes Excellent 
Iliac X-Ray Up H C A 62854 1 4.75 No Failure 
Patient Changes Therapy in Years Working Results HCA 71824 l 5 No Excellent 
(use) HC A 72305 1 4.75 Yes Good 
HCA 28 2 2 2.75 Yes Good HCA 72491 1 4.75 No Fair 
HCA 386 2 2 2.5 Yes Good HCA59026 3 6.75 Yes Fair 
WCC 86571 92 1 2.25 Yes Good WCC83271 2 2.75 Yes Fair 
WCC 84994 2 1 2.5 Yes Good HCA 67622 2 3.5 No Excellent 
WCC 881242 1 2.75 Yes Good HCA 78602 4 3.75 Yes Fair 
WCC 719572 2 5.00 Yes Good WCC 85582 1 2.3 Part Time Fair 
WCC 92447 3 1 1.00 Yes Poor HCA 77421 2 3 Yes Excellent 
TABLE 5 


TABLE 7 
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of treatments and partial relief for varying 
periods longer. Twelve experienced fair re- 
sults, with partial relief of pain for varying 
periods of time. Two were failures and expe- 
rienced no relief following x-ray therapy. 


CONCLUSIONS 


(1) Early diagnosis in cases with rheu- 
matoid spondylitis is important in the at- 
tempt to prevent severe disability. The 
importance of early sacro-iliac joint changes 
is emphasized. Oblique views of the lumbar 
spine are necessary in most cases, in order to 
visualize early apophyseal joint changes. Do 
not wait for ligamentous calcification to ap- 
pear before making a diagnosis for, even in 
the far advanced stages, it may not be present. 

(2) Many cases of rheumatoid spondylitis 
have onset in one or more peripheral joints, 
and this disease should be kept in mind when 
making a diagnosis of early rheumatoid arth- 
ritis. 

(3) Carefully planned medical, x-ray and 
orthopedic treatment offers more chance for 
success than any other method known today. 
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DISCUSSION (Abstract) 


Dr. I. L. Van Zandt, Fort Worth, Tex.—A detailed 
analysis of 154 case histories, a study of the x-rays, and 
a follow-up letter or interview is a major undertaking 
by any standards. The time and effort required is 
more than one realizes unless one has attempted a 
similar undertaking. 

Unless the physician is alert to the possibility, few 
patients will be correctly diagnosed in the early stages. 
The patient is apt to wander from one physician to 
the other seeking relief of his backache. He will be 
labelled a hypochondriac or a malingerer, and may be 
seen by the family physician, the internist, the urolo- 
gist, the orthopedist and possibly the gynecologist and 
proctologist. By this time, if the patient has not been 
relieved of his unpleasant symptoms, he will seek the 
aid of a cultist, and receive manipulations, massages 
and spinal adjustments as long as his money or pa- 
tience lasts. 

Rheumatoid spondylitis must be differentiated from 
a herniated nucleus pulposus, static or postural back 
strain, and certain congenital anomalies of the lower 
back. 

The treatment outlined by the authors gave relief 
to their less severely involved patients. Did the medi- 
cal management include gold therapy? Were any 
patients given cortisone or ACTH? What was the 
location and approximate amount of x-ray therapy 
for one course of treatment? Lastly, what was the 
ratio of male to female patients? 


Dr. H. H. Brindley, Temple, Tex.—It is interesting 
to note that in nearly 10 per cent of the cases the 
initial symptom was peripheral joint pain. This has 
been mentioned before by other authors and in even 
higher percentages. Still, I feel sure that it is often 
a confusing and misleading complaint and worthy of 
further stress. 

Second, even in Group III only 86 per cent of the 
cases showed an elevated sedimentation rate. And in 
the early cases of Group I only 50 per cent of the 
cases had an elevated sedimentation rate. This simply 
brings out again the fact that a careful history, physi- 
cal examination and x-ray study must take precedence 
over laboratory data. 


Third, the difference in results between the early 
and late cases shows that in this disease, as in many 
others, early recognition and treatment are important. 
To withhold therapy until there are typical, marked 
x-ray changes and an elevated sedimentation rate will 
certainly decrease the number of our good results. 
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I should like to hear the authors’ ideas on the use 
of cortisone in this disease, especially for those cases 
that do not respond adequately to x-ray therapy. 


Dr. Hamilton (closing)—We give gold only in cases 
in which rheumatoid spondylitis is accompanied by 
evidence of peripheral joint disease of the rheumatoid 
type and in whom there is an elevated erythrocyte 
sedimentation rate. 

The hormones ACTH and cortisone are given those 
patients who are suffering a great deal of pain. We 
give gold along with the hormones, if the patient has 
peripheral joint involvement also. 

The roentgenologist determines the amount, the 
frequency, and number of deep x-ray treatments the 
patient is given. Some roentgenologists use so-called 
spray irradiation, while others apply it through small 
ports. 

The ratio of males to females in our series is 
thirteen to one. 


We wish to emphasize again the importance of in- 
sisting on good anteroposterior x-ray films of the pelvis 
and lumbar segment and lateral films of the lower 
dorsal and lumbar vertebrae. If these films are not 
of good quality, one is likely to miss the diagnosis of 
this disease, especially in its early stage. Right and 
left oblique films of the lumbar apophyseal joints 
should be taken, if there is a doubt as to the diag- 
nosis of rheumatoid spondylitis. Since, in our expe- 
rience, the disease first manifests itself in the large 
majority of cases in the sacro-iliac joints, the taking 
of oblique films is not often necessary. 





THE CLINICAL USE OF ACTH AND 
CORTISONE IN THE TREATMENT 
OF ALLERGIC DISEASES* 


By STANLEY F. Hampton, M.D. 
St. Louis, Missouri 


The clinical use of adrenocorticotropic hor- 
mone (ACTH) and cortisone in the treatment 
or management of allergic diseases continues 
to be foremost in the study and practice of 
allergy. Studies pertaining to the fundamental 
aspects of ACTH and of adrenal corticoids 
and their action on different tissue systems 
under varied physiologic and pathologic con- 
ditions are summarized in the Proceedings of 
the First! and Proceedings of the Second Clin- 
ical ACTH Conference.2% This presentation 
will be confined primarily to the more prac- 
tical aspects of these hormones. 


Several reports of practical application to 


—. 


*Read in Section on Allergy, Southern Medical Association, 
Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 


*From the Department of Medicine, Washington University 
School of Medicine and the Barnes Hospital, St. Louis, Mis- 
Ti. 
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this subject, however, should be reviewed. 
Selye* described the initial step in the alarm 
reaction and adaptation syndrome as stress, 
induced by circumstances such as trauma, 
burns or infection. This stress acts directly 
upon tissue cells to produce damage, but at 
the same time mobilizes for defense by evok- 
ing a stimulus to the anterior pituitary gland 
to produce greater amounts of ACTH and 
under certain circumstances a somato-trophic 
or growth hormone (STH). ACTH, in turn, 
acts upon the adrenal cortex to release more 
cortical hormones, predominantly  gluco- 
corticoid compounds, such as cortisone, which 
tend to inhibit granuloma formation and al- 
lergic responses. Conversely, the somato- 
trophic hormone enhances a variety of de- 
fensive reaction by stimulating connective 
tissue and augmenting granuloma formation 
and aHergic responses by increasing the pro- 
duction of mineralo-corticoids. Therefore, 
the physiologic and pathologic response of the 
target or shock organ to stressor agents 
largely depends upon the balance between the 
mineralo-corticoids and somato-trophic hor- 
mone on the one hand and ACTH and gluco- 
corticoids on the other. 

Shulman and his associates5 treated 54 cases of 
asthma with intramuscular ACTH and concluded that 
“this form of therapy represents a practical advance 
in the management of patients with severe asthma who 
cannot be satisfactorily controlled by other means 
available.” They suggested an optimum dose of 
ACTH to be probably between 500 to 800 mg. given 
over a period of 10 to 15 days. Feinberg et aliié re- 
ported cortisone to be “of appreciable value in the 
temporary treatment of certain types and phases of 


allergic syndromes, most valuable in _ intractable 


asthma, acute status asthmaticus and in severe drug 
reactions.” 


Cooke and his associates? studied 80 cases and re- 
ported favorable symptomatic effects with ACTH and 
cortisone, but warned that there is little lasting effect 
when causative factors continue to operate. Rappa- 
port and his co-workers8 treated 26 ragweed pollen 
sensitive individuals with 60 mg. ACTH daily for 4 
days and reported clinical improvement in only 9 cases, 
but the ACTH was given in 3 doses of 20 mg. each, 
over only an eight-hour period each 24 hours. Rose 
and his associates? reported a study of 82 cases of al- 
lergic diseases, chiefly asthma, in which the average 
effective dose of ACTH was 100 mg. per day in divided 
doses every 6 hours for the first 3 or 4 days and, when 
possible, the dose was reduced to 50 mg. daily. The 
symptoms of intrinsic asthma responded to ACTH 
intramuscularly within 48 to 96 hours with average 
remissions of 3 to 5 weeks. Cortisone intramuscularly 
required a longer time to be effective and the dura- 
tion of remissions was shorter than in the ACTH 
treated cases. A number of cases of older intrinsic 
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asthmatics resistant to both ACTH and cortisone were 
encountered. 

This presentation is a discussion of the 
treatment of allergic diseases with ACTH and 
cortisone with particular reference to the 
treatment of allergic diseases with ACTH ad- 
ministered intramuscularly, intravenously and 
by the combined intravenous-intramuscular 
method. 


METHODS 


ACTH.—ACTH was administered to 90 
patients with allergic diseases, including 58 
cases of asthma, 20 of urticaria and/or 
angioneurotic edema and 12 cases of allergic 
dermatitis, including neurodermatitis and 
contact dermatitis (Table 1). All patients 
were hospitalized. The hormone was admin- 
istered intramuscularly to 40 patients, in- 
travenously to 30 patients and by a combined 
intravenous-intramuscular method in 20 pa- 
tients as follows: 


(A) Intramuscular—Twenty-four patients with as- 
thma, 8 patients with urticaria and 8 patients with 
allergic dermatitis (atopic or contact) received 25 mg. 
ACTH intramuscularly every six hours until the al- 
lergic syndrome improved sufficiently to permit grad- 
ual reduction of the dosage over a period of a few 
days before cessation of therapy. 


(B) Intravenous——Intravenous administration of 
ACTH was given either once daily, continuously for 
several days or once daily combined with one nightly 
intramuscular injection as follows: 

(1) Intermittent.—Eighteen patients received daily 
infusions of 10 to 12.5 mg. ACTH in 1000 cc. 5 per cent 
glucose in water. The rate of infusion was approxi- 
mately 30 to 40 drops per minute, requiring 8 to 12 
hours for completion of the infusion. 


(2) Continuous—Twelve patients received continu- 
ous infusions of ACTH in 5 per cent glucose in water 
for from 2 to 5 days, the average being 3 days in dura- 
tion. Ten to 12.5 mg. ACTH per 1000 cc. were used 
as in the intermittent method of administration, or a 
total of 20 to 30 mg. ACTH in 24 hours. Interruption 








DIAGNOSIS AND NUMBER OF PATIENTS TREATED 
WITH ACTH BY VARIOUS METHODS OF 


ADMINISTRATION 
Asthma Urticaria Dermatitis Total 
Intramuscular 24 8 8 40 
Intravenous 
Intermittent 12 4 2 18 
Continuous s 4 — 12 
Combined I. V. and 
I. M. 4 2 20 
58 20 12 90 
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of the continuous infusions from extravasation or 
“plugging” of the needle occurred occasionally, but 
such interruptions were for a few minutes only. More 
recently a routine has been adopted of opening the 
infusion circuit widely every 2 to 4 hours for a few 
seconds in order to maintain a patent needle. The 
majority of patients tolerated the continuous infusions 
surprisingly well, although in several instances, it was 
necessary to abandon this method of administration. 

(C) Combined Intravenous and Intramuscular— 
Twenty patients received daily infusions as described 
in B(1) above and an intramuscular injection of 10 to 
12.5 mg. ACTH at midnight, 4 to 8 hours after com- 
pletion of the 8 to 12 hour infusion. 

The following observations were made in the ma- 
jority of ACTH patients: daily weight and recording 
of moon facies or peripheral edema, blood pressure 
and urinalysis for sugar; and in many instances, fasting 
eosinophil determinations before, during and after 
completion of therapy; sedimentation rate, fasting 
blood sugar, blood sodium and potassium before and 
shortly after completion of therapy; 17-ketosteroid de- 
terminations in two patients, one being treated by 
continuous infusions and the other by the combined 
intravenous-intramuscular method of administration 
of ACTH. All patients, except those with heart or 
kidney damage were given a general diet. Those pa- 
tients with evidence of heart or kidney disease were 
given a 1 or 2 gram salt diet and 3 grams of potassium 
chloride daily, as were those patients who developed 
unusual weight gain, moon facies or peripheral pitting 
edema. 

Cortisone-—Cortisone was administered in- 
tramuscularly in hospitalized cases in the early 
stages of this study before ACTH was readily 
available. The usual dosage was 300 mg. the 
first day, 200 mg. the second and 100 mg. 
daily thereafter in single or divided doses 
every 6 hours. After ACTH became easily 
obtainable, ACTH rather than cortisone was 
used in therapy of allergic states in hospital- 
ized patients. Cortisone orally, however, has 
been employed rather than ACTH in ambula- 
tory patients with a few exceptions when 
ACTH gel was administered. The usual 
dosage of cortisone orally has been 25 mg. 
every 6 hours until the severity of the allergic 
symptoms is controlled followed by a gradual 
reduction of the dosage over a period of a 
few days until discontinued. A typical course 
of therapy was 25 mg. every 6 hours for 2 or 
3 days, every 8 hours for 2 or 3 days, every 12 
hours for 2 or 3 days and once daily for 2 or 3 
days. Not only did this method tend to pre- 
vent post-therapy exhaustion but it permitted 
the establishment of the minimal required 
dosage in maintenance cases. In more severe 
ambulatory patients the initial dose was 50 
mg. every 6 hours. 
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RESULTS 


The clinical response to cortisone and 
ACTH, although temporary, has been very 
gratifying and, in general, excellent. It is the 
experience of the author, however, that 
whereas cortisone has been quite effective in 
most cases, ACTH, particularly when given 
intravenously, has been more effective than 
cortisone in the treatment of asthma, urticaria 
and angioneurotic edema and allergic derma- 
titis. 

No particular study, other than clinical 
evaluation, has been carried out on cortisone- 
treated patients, but certain observations on 
ACTH-treated patients have been made. 

Clinical Response.—The clinical response 
was most effective (rapidity and degree of 
response) by the various methods used in the 
following order: continuous infusion, com- 
bined intravenous-intramuscular administra- 
tion, intermittent daily infusion and intra- 
muscularly. The relief of status asthmaticus 
and severe urticaria after 24 hours of continu- 
ous infusion of ACTH was usually dramatic 
and after 72 hours approached completeness. 
Atopic or neurodermatitis and contact derma- 
titis as a rule required more prolonged 
therapy. Whereas the clinical response to 
daily infusions of ACTH was satisfactory, 
combining an intramuscular injection midway 
(about midnight) between the infusions to 
serve as a “booster dose” seemed to increase 
the effectiveness of the infusions. The aver- 
age number of days of treatment and the total 
dosage used with each method are shown in 
Table 2. 


Weight, Edema and Moon Facies.—There 
was a definite tendency to weight gain in the 
majority of patients, with or without periph- 
eral edema or moon facies, particularly when 
the patient was on a general diet. Whereas 
the weight gain was obviously edema in sev- 
eral patients, as evidenced by a loss of the 
increased weight following therapy, in many 








NUMBER OF DAYS AND AVERAGE DOSE OF ACTH BY 
DIFFERENT METHODS OF ADMINISTRATION 


No. of Days Average Dose 


Intramuscular 10 1000-1600 mg. 
Intravenous, Intermittent 7 70-87.5 mg. 
Intravenous, Continuous 3 75-90 mg. 
Intravenous-Intramuscular 5 100-125 mg. 








TABLE 2 
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the weight gain was real, there being a ten- 
dency to increase of appetite and caloric in- 
take associated with a feeling of well being 
and at times euphoria. A number of patients, 
particularly those under weight from the par- 
ticular illness, retained part of the weight gain 
following therapy. Pitting edema and moon 
facies were common occurrences even in the 
presence of normal blood sodium and potas- 
sium values but could, in general, be con- 
trolled by diet and subsided in every instance 
a few days after completion of therapy. One 
patient, on a general diet, received 50 mg. 
ACTH in 5000 cc. of normal saline over a 
48-hour period. There was a 15 pound weight 
gain with definite pitting edema but 48 hours 
after cessation of therapy and change to a | 
gram salt diet, the patient lost the 15 pounds. 


Electrolytes.—A rise in blood sodium and a 
fall in blood potassium occurred commonly, 
but rarely to an alarming degree, even with 
patients on general diets. 


Blood Pressure—There was a tendency to 
increase blood pressure with ACTH therapy 
but in no instance did it increase to an alarm- 
ing degree. The diet of several patients was 
reduced to a 1 or 2 gram salt content when the 
blood pressure showed a consistent increase. 
A case of hypertension, treated with combined 
intravenous-intramuscular ACTH had a fall 
in blood pressure from 190/110 to 135/85 
while under treatment. She received a 2 gram 
salt diet, however, and the fall in blood pres- 
sure was attributed to this and the bed rest 
necessitated by the daily infusion of 8 to 12 
hours. 


Blood and Urine Sugar.—There were no in- 
stances of glycosuria or hyperglycemia 24 to 
48 hours after cessation of therapy. 


Eosinophils.—There was a fall in total fast- 
ing blood eosinophils in every case, but the 
greatest degree of fall was noted in those pa- 
tients receiving continuous infusions, com- 
bined intravenous-intramuscular injections, 
daily intermittent infusions and intramus- 
cularly in that order. Table 3 gives examples 
of this observation. In every case receiving 
infusions of ACTH, either intermittent, con- 
tinuous or combined with intramuscular in- 
jections, the eosinophil counts fell more than 
50 per cent, a figure used by Thorn and his 
associates! as a satisfactory indication of cor- 
tical activity after 24 hours of therapy. The 
majority of patients receiving continuous in- 
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fusions showed eosinophil counts of zero or 
approaching zero after one 24-hour infusion 
of 20 to 30 mg. The counts in those patients 
receiving combined intravenous-intramuscular 
therapy usually approached zero after 2 or 3 
days of therapy and those cases received daily 
intermittent infusions after 4 or 5 days of 
treatment. These observations are quite re- 
vealing in view of Shulman’s® findings that 
the maximum satisfactory fall in total eosino- 
phils occurred between 4.4 and 9.1 days in 43 
courses of 100 mg. ACTH intramuscularly in 
divided doses. Rose® reported, however, that 
some cases of asthma were relieved of symp- 
toms without a significant drop in eosino- 
phils. 

17-Kestosteroid Excretion.*—The excretion 
of 17-ketosteroids were measured in two cases 
by a modified technic of Holtroff and Koch." 
A patient, age 34, receiving continuous in- 
fusions of 80 mg. ACTH for 4 days showed an 
increase from 18.6 to 44.3 after 24 hours (20 





*The 17-ketosteroid determinations were carried out in the 
metabolism laboratory of the Washington University Medical 
School under the direction of Dr. William H. Daughaday. 
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mg. ACTH) and to 66.6 mg. per 24 hours after 
96 hours of therapy (Table 4). The other, age 
26, receiving one daily infusion of 10 mg. and 
one nightly intramuscular injection of 10 mg. 
for 4 days, showed an increase from 13.4 to 
24.7 after 24 hours and 33.7 mg. per 24 hours 
after 96 hours of therapy (Table 5). These 
two cases are part of a study on the intra- 
venous use of ACTH reported in another 
communication.'* 
COMMENT 


The first report of the use of ACTH intra- 
venously was by Gordon,!? who, based upon 
steroid excretion and eosinophil studies, esti- 
mated that the increase in cortical response 
with intravenous ACTH was up to 20 times 
that of intramuscular ACTH, dose for dose. 
Mandel and his co-workers'* treated 25 pa- 
tients with infusions of ACTH, including 4 
cases of asthma and one of angioneurotic 
edema and eczematoid dermatitis, using 5 to 
10 mg. over a period of 8 to 20 hours and 
concluded that the therapeutic results were 
“as good or even better, with only one-tenth 


Continuous 
Intravenous 








DAILY TOTAL FOSINOPHIL COUNTS 
Intravenous- Intramuscular 


Intramuscular 


Intermittent 
Intravenous 




















(20 mg. per 3000 cc. (10 mg. per 1000 cc.) (10 mg. per 1000 cc. (100 mg.) 
10 mg. intramuscularly) 
B A B A B A B A 
880 0 341 226 440 210 512 370 
0 165 162 254 
0 143 0 128 
0 55 0 62 
TABLE 3 
CASE H. R., AGE 34, URTICARIA, TREATED BY CONTINUOUS 
INTRAVENOUS ACTH 
24 Hrs. Total Diet Weight Edema Moon Sodium 
Dose Dose Facies 
B A B A B A 
20 mg. per 80 mg. Gen. 162 169 0 0 — 144 145.9 
2000 cc. — 
Potassium Blood Urine Blood Sed. Eosinophils 
Sugar Sugar Pressure Rate 
B A B A B A B A B A B A 
3.8 3.9 98 77 0 0 120/80 115/70 10 3 410 11 
140/70 1] 


17-Ketosteroids (Mg. Per 24 Hrs.) 


Before After 
18.6 24 hrs. 96 Hrs. 
44.3 66.6 








TABLE 4 
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to one-twentieth of the doses previously em- 
ployed intramuscularly in similar cases.” The 
clinical results of this study certainly tend to 
support the use of ACTH intravenously. 

ACTH vs. Cortisone.—This report is based 
primarily on studies with ACTH and com- 
parison has not been made between ACTH 
and cortisone. Whereas cortisone intramus- 
cularly and orally is effective in treatment, 
my experience indicates that ACTH is the 
more effective of the two hormones in treat- 
ment of allergic diseases even in a 2 to 1 ratio 
dosage. Cortisone cannot be given intra- 
venously, but is effective orally as pointed out 
by Schwartz! and by Friedlaender and Fried- 
laender.16 Thorn and his associates!? have 
recently reported that cortisone orally is as ef- 
fective as when given intramuscularly. 


The usual dose of cortisone orally in this 
study was 25 mg. every 6 hours for 12 to 24 
doses, every 8 hours for 6 to 9 doses, every 12 
hours for 4 to 6 doses and every 24 hours for 
2 to 3 doses. This established the minimal 
dose required for possible future reference and 
permitted the gradual reduction of dosage as 
recommended by Shulman.5 When sympto- 
matic relief was not obtained with a dosage of 
25 mg. every 6 hours, therapy was usually 
changed to ACTH. 


Diet and Potassitum.—Whereas no alarming 
changes in blood sodium and potassium oc- 
curred in this study, it is recommended that 
potassium in dosage of 3 grams of potassium 
chloride or acetate daily be prescribed and 
that the sodium content of the diet be re- 
duced to 1 or 2 grams daily during ACTH or 
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cortisone therapy unless facilities are available 
to follow the blood sodium and potassium 
levels. No cases of congestive failure have 
been treated with ACTH or cortisone in this 
series, but it probably could be done with rea- 
sonable safety under close observation if neces- 
sary as a life saving measure. 
17-Ketosteroids——The 17-kestosteroid excre- 
tion values obtained in this study appear quite 
dramatic in view of Rose’s? report that 17- 
ketosteroid increased from 7 and 5.5 in two 
cases to approximately 10 mg. per 24 hours 
after 24 hours of 100 mg. ACTH intramus- 
cularly in divided doses, and it took 7 days 
and 6 days of therapy to reach a peak of 44 
mg. and 26 mg. per 24 hours respectively. 

Eosinophils —The fasting total blood eosin- 
ophil response to intravenous ACTH as used 
in this study indicated a much greater re- 
sponse than that to intramuscular ACTH and 
the continuous infusion produced the greatest 
effect. 

ACTH and Procaine-—ACTH is somewhat 
painful upon intramuscular injection. The 
use of 2 per cent procaine instead of water or 
normal saline as a solvent to avoid pain did 
not seem to alter the response to ACTH. 


ACTH, Aminophyllin and Sodium Io- 
dide.—Studies by Kass and Finland'8 and by 
Glaser and his associates!® have indicated that 
ACTH and cortisone may permit infection to 
spread and the favorable response of a feeling 
of well being, lowering of temperature and 
sedimentation rate may mark active spreading 
infection. It is recommended therefore, that 
antibotics be used in conjunction with ACTH 








CASE F.N. AGE 24, URTICARIA TREATED WITH COMBINED 
INTRAVENOUS AND INTRAMUSCULAR ACTH 





Dose Total Diet Weight Edema Moon Sodium 
24 Hrs. Dose Facies 
B A B A B A 
I. V. 10 mg. 40 mg. Gen. 139 139 0 0 0 147.5 147.5 
Per 1000 cc. 
I. M. 10 mg. 40 mg. 
Potassium Blood Urine Blood Sed. Eosinophils 
Sugar Sugar Pressure Rate B A 
B A B A B A B A B A 233 155 
4 4.4 70 68 0 0 115/65 126/70 6 0 242 122 
111 
78 
17-Ketosteroids (Mg. Per 24 Hrs.) 
Before After 
13.4 24 hrs. 96 hrs. 
24.7 $3.7 








TABLE 5 
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and cortisone therapy in the treatment of al- 
lergic diseases associated with acute infection. 
Tuberculosis is a contraindication for the use 
of these hormones. 

ACTH and Cortisone in Wound Healing 
and Gastrointestinal Ulceration—ACTH and 
cortisone may delay wound healing and 
perforation or hemorrhage of peptic ulcers 
may occur under such therapy, although 
Hume and Moore?® do not consider surgical 
wounds a contraindication to ACTH therapy. 
The development of abdominal pain or 
blood in the stools during therapy should be 
a “stop sign” for continuation of treatment. 

Hypersensitivity to ACTH and Cortisone.— 
Allergic reactions, chiefly of the urticarial and 
edema type, have occurred. Brown and Hol- 
lander*! reported 7 of 208 cases sensitive to 
the standard pork ACTH and one to both 
beef and pork. Stevenson,”! in discussing the 
report of Brown and Hollander, reported 6 
of 113 cases and concluded that the sensitivity 
was species specific, but Feinberg,”! discussing 
the same report, described a case of organ 
specificity to ACTH using pork, beef and 
sheep hormones in which the muscle extracts 
showed negative skin tests. 

No hypersensitivity reactions were encoun- 
tered in this study, but perhaps it would be 
wise to consider skin testing all patients be- 
fore a second course of intramuscular ACTH 
is instituted. It appears that intravenous 
ACTH would be the safest method of admin- 
istration in this regard since treatment could 
be stopped immediately upon the appearance 
of signs of sensitivity. 

Repository ACTH.—Shelman et alii® re- 
ported the use of long acting pork ACTH 
intramuscularly in 8 cases of asthma, at 12, 
24 and 48-hour intervals with a total dosage 
from 440 to 1730 mg., the length of treatment 
being from 5 to 24 days. In all, complete re- 
lief of asthma was effected. Further studies 
are necessary before establishing the dosage 
range, but Shulman believes that 100 to 200 
mg. per day at 12 to 24-hour intervals may be 
necessary for the average case of asthma. 
ACTH-Gel is even more painful upon injec- 
tion than regular ACTH. It may be mixed in 
the syringe with procaine with less pain and 
apparently without loss of therapeutic effect. 


CONCLUSIONS 


(1) The study of 90 cases of asthma, urti- 


caria and/or angioneurotic edema and the al- 
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lergic type of dermatitis, including atopic or 
neurodermatitis and contact dermatitis indi- 
cates the increased clinical effectiveness of 
intravenous or intravenous combined with 
intramuscular injections of ACTH over the 
conventional intramuscular method of ad- 
ministration. This conclusion is based upon 
total blood eosinophil counts, 17-ketosteroid 
excretions as well as clinical response to treat- 
ment. 

(2) The technic and dosage schedule of 
continuous infusions, daily intermittent in- 
fusions and infusions combined with intra- 
muscular therapy are described. 


(3) Common side effects of ACTH therapy 
are discussed. 

(4) The use of cortisone, particularly 
orally, alone or in conjunction with ACTH 
is discussed. 

(5) The clinical effectiveness of ACTH 
and cortisone is temporary and does not re- 
place the conventional methods of determina- 
tion of causative allergenic factors and elim- 
ination or hyposensitization therapy. 
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OPPORTUNITIES FOR STUDYING THE 
RESPONSES OF HUMAN ALLERGIC 
CELLS IN TISSUE CULTURE* 


By C. M. Pomerat, Pu.D. 
Galveston, Texas 


Jt is important to remind ourselves from 
time to time that the problems of biology and 
medicine, the problems of the development 
of the human body, of disease, of repair and 
of death are ultimately referable to the cell. 
Writing in 1914, Sir Frederick Gowland Hop- 
kins said: “Life is a dynamic equilibrium in 
a polyphase system.” This definition is one 
which should be particularly appealing to 
the allergist who visualizes the underlying 
mechanisms of cellular shock as involving 
temporary, though drastic, upsets in the com- 
plex equilibrated system of the tissue cells 
which find their reflection ranging from mild 
to violent symptoms in the organism as a 
whole. 

There is growing recognition among bi- 
ologists working in the medical field of the 
tremendous opportunity offered by direct in- 
vestigation of human cells with the tissue cul- 
ture method. While this experimental pro- 
cedure has been known for some 40 years and 
an enormous body of data has accumulated 
in its rich bibliography, the tissue culture 
method has undergone a renaissance during 
the past few years due to the interest 
awakened by the application of several new 
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*Read in Section on Allergy, Southern Medical Association, 
voaty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 
Oi. 


*From Tissue Culture Laboratory, University of Texas Medi- 
tal Branch, Galveston, Texas. 


*Aided by a contract from the Office of Naval Research 
(N6onr-266 T. O. V.) 
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technics to its use. Of special value for this 
form of experimentation has been the de- 
velopment of commercial media, the develop- 
ment of replicate cultures, the cultivation of 
clones of cells derived from a single isolated 
element, the combination of phase contrast 
and electron microscopy in the study of the 
thin margins of cells in vitro, and a host of 
other technics including refined microchemi- 
cal analyses. The basic information relative 
to the present report can be found in excellent 
books dealing with tissue culture technic by 
Parker!? and by Cameron.? It was my special 
good fortune to have the opportunity of as- 
sembling a collection of direct statements 
from originators of modern methods for tissue 
culture work in volume 4 of “Methods in 
Medical Research.”* Much of what is re- 
ported here will be found in that reference. 


From the methodological point of view, the 
sine qua non of tissue culture technic includes 
chemical cleanliness of glassware, reasonable 
asepsis and the use of chemically pure re- 
agents. The great barrier in overcoming the 
interference to growth resulting from the use 
of contaminated human tissues has been re- 
duced in great measure by the incorporation 
of 1,000 units of penicillin per milliliter in 
final concentration in the culture medium 
which is employed for specimens which can- 
not be obtained from the human body with- 
out risk of contamination. Much further work 
may be done with the use of modern anti- 
biotics as well as chemotherapeutic agents. 


The most suitable basic culture medium 
consists of heparinized rooster plasma and 
embryonic extracts which can be prepared 
from the chicks incubated for 7 to 10 days. 
It is a matter of common experience that the 
fluid phase that is sometimes employed should 
include proteins of mammalian origin. Hu- 
man ascitic fluid has proven especially useful 
in this connection. However, human blood 
serum, umbilical cord serum or horse serum 
are reported to be excellent for the same pur- 
pose. Of special interest to experimentalists 
working on a small scale has been the de- 
velopment of lyophilized medium components 
through the sponsorship of the Tissue Culture 
Commission. Of several houses which are 
now making such materials available, the 





*Year Book Publishers, Inc., 1951. 
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Digestive Ferment Company (Difco) of De- 
troit, Michigan, has proven especially sympa- 
thetic to the development of the new interest 
which has grown in the tissue culture field. 

For the preparation of human epidermis, 
nasal mucosa, and the buffy coat of blood, 
hanging drop preparations have been found 
particularly useful. However, for the cultiva- 
tion of brain tissue and of blood vessels, the 
use of roller tubes appears to be preferable. 
In these, pieces of glass measuring 12 x 50 mm. 
of No. 1 thinness are used for the attachment 
of a plasma clot containing the tissue to be 
cultivated. After the culture is transferred to 
the pyrex test tube which is closed with a 
tightly fitting rubber stopper, it is placed in 
a drum which rotates at approximately 8 
revolutions per hour. This serves to move the 
liquid nutrient phase so as to assure the dis- 
tribution of nutrients and the removal of 
catabolites. 


The most useful of the new optical devices 
for the microscopical examination of cells has 
been the phase contrast system which was in- 
troduced by Zernike. Objectives and con- 
densers suitable for phase work are now avail- 
able for all standard brands of microscopes. 
With this aid it is possible to define cell 
organs whose refractive index is not notably 
different from the surrounding medium. The 
heightening of contrast, therefore, makes it 
possible to observe with great precision the 
outline of such structures as mitochondria and 
chromosomes in the living cells. This makes 
available a series of end points which can be 
utilized for experimental studies upon cells 
in tissue culture. 

Of special interest to students of dynamic 
cytology is the cell membrane. This is often 
seen to move about in thin ruffles which may 
sometimes involve the formation of vacuoles 
which have been interpreted as constituting 
cell drinking (pinocytosis).8 Since many 
drugs act at the membrane surface and 
since pinocytosis is a matter which involves 
the ingestion of large colloidal aggregates, the 
analysis of movements at the surface of the 
cell is of great interest to students of allergy. 
Mitochondria which are found in all cells of 
the human body are usually of the filamen- 
tous type, although spherical forms are often 
very numerous. With records of acceleration 
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in activity brought about by time lapse pho- 
tography, it becomes obvious that mitochon- 
dria are in a constant state of movement. The 
forces involved in this phenomenon remain 
obscure. However, the fact that mitochondria 
have been shown to carry enzymes indicates 
that the movement of the mitochondria would 
have great value in enhancing the opportuni- 
ties for contact between the enzymes and their 
respective substrates. Mitochondria appear to 
be extremely sensitive to both physical and 
chemical environmental change. Their dis- 
appearance and re-appearance have been 
noted in cells which survived various types of 
experimental procedures. Here again their 
relation to antigenic substances or various 
types of anaphylactic reactions invites inspec- 
tion. It is a frequent matter of observation 
that in an area close to the nucleus, phase 
contrast microscopy reveals a bright glowing 
spherical or oval zone. This seems to be rela- 
tively rigid since occasionally the nucleus is 
seen to bend around it. This has been re- 
ferred to as the juxtanuclear zone and prob- 
ably represents what is more popularly under- 
stood as being the Golgi apparatus. In the 
living cell this appears to consist of a series 
of vacuoles, droplets of oily material and 
granules in close association with mitochon- 
dria of various sizes and forms. Unquestion- 
ably this is a zone of great metabolic impor- 
tance, probably often concerned with the 
synthesis of secretory products. One wonders 
how this may be influenced in the course of 
anaphylactic or other related reactions. While 
the phenomena associated with the initiation 
of mitosis remain unclear, the division of the 
cell is an event which again may be useful 
in the analysis of immunological reactions. 
Cells in tissue culture are particularly well 
adapted to the study of chromosomes since 
all of them appear “on the flat,” and are 
beautifully revealed with the phase optical 
system. 


An important body of data can be assembled 
not only with the use of phase optics but by 
the combination of this method with that of 
time lapse cinematography (Pomerat"). In 
our own laboratory we have found particu- 
larly useful the system of taking 8 frames per 
minute to be projected at 16 frames per 
second. In this way the activity seen in cells 
is accelerated by a factor of 120 times. In 
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other words, what is taking place on the 
stage of the microscope kept at body tem- 
perature during two hours appears on the 
projection screen in one minute. Of special 
value has been the use of an 8 mm. dark 
phase objective (AO) with and without the 
combination of the 10x ocular. 


In addition to being able to observe living 
cells with time lapse, phase contrast cinema- 
tography, it has been found possible to com- 
bine these observations with a_ perfusion 
chamber through which a suitable nutrient 
solution may be perfused while a base line 
record is established of the activities taking 
place in the cell or groups of cells under 
study. After making such records for some 4 
to 6 hours, an experimental variable may be 
introduced. Thus, the effect of a particular 
substance upon the cell membrane, mito- 
chondria, Golgi area or the mitotic pattern 
can be recorded with precision. By knowing 
the rate at which the photographs are made 
one can handle moving picture strips with the 
methods used for kymograph recordings. 
Changes in cytological constituents can be 
timed and their precise features can be de- 
scribed. After an experimental treatment 
such as bringing a drug or an antigen in con- 
tact with a cellular membrane, it is possible 
to wash off the reagent and replace it with 
some counteracting substance. Thus it is 
possible to explore the action of drugs and 
antidotes, antigens and antibodies or antigens 
and antihistaminic substances. Obviously, the 
permutations and combinations of this meth- 
od are practically limitless. 


By way of choice of human tissues, two 
major opportunities present themselves. One 
consists of making strains of cells from em- 
bryos and fetuses. Hundreds of roller tube 
cultures can be easily prepared from different 
organs of the particular individual. Con- 
tinuous cultures may thus be available for 
subsequent studies. In a study by Raymond 
Parker,11 the rate of growth of strains of 
libroblasts derived from different organs ap- 
peared to be consistently different in long 
term culture studies. This leads to the notion 
of physiologic strains which might, in turn, 
teflect special sensitivities in one organ as 
compared with another. The logical con- 
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clusion of this kind of thinking is that cell 
species within the organism constitute a 
mosaic of antigenic groups locked in different 
cell species which may, nonetheless, be mor- 
phologically alike. 


The second major opportunity to obtain 
test objects consists of using adult tissues. 
Epidermis may either be shaven from the 
subject with the use of a razor blade applied 
to skin held firmly in a well protected in- 
testinal clamp, or may be derived from frag- 
ments of skin left over from skin grafting 
procedures. This type of material has proven 
of very great value in our own experience, 
(Blocker, Pomerat and Lewis,! Lewis, Pomerat 
and Ezell,7 Ulloa-Gregori, Blocker, Nowinski 
and Pomerat!’). Cultures of human epidermis 
are made in hanging drop preparations con- 
sisting of one drop of plasma and one drop 
of extract, both being derived from avian 
sources. After the clot has set, three or four 
drops of ascitic fluid, preferably derived from 
a patient with a malignancy involving the 
peritoneal cavity, are added to the surface of 
the medium. Simple hanging drop prepara- 
tions of this type generally reveal good out- 
growth which persists for some 7 to 10 days 
at which time liquefaction interferes with 
further development. However, within this 
short period of culture many questions can 
be posed to the emigrating cells. 

Using similar technics, fragments derived 
from biopsies of the human nasal mucosa can 
be grown with relative ease. It is important 
to avoid the use of local anesthetics in the 
obtaining of small punch biopsies. The mid- 
dle turbinate is the area of choice, the pos- 
terior part of which makes available cells of 
the ciliated type. Cilia often continue to beat 
in tissue culture for more than two weeks. 
The outgrowth from the human nasal mucosa 
has been described in a study by Rose, 
Pomerat and Danes.!7 It is entirely possible 
that epithelia and associated cells from the 
entire respiratory tree could be grown with 
facility in vitro (Danes*). 

While a considerable bibliography has been 
assembled of the opportunities afforded by 
tissue cultures of the buffy coat of human 
blood since the classic paper by Draper and 
his associates,5® little further use has been 
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made of this promising object for the study 
of individuality in man. The work of Nantz 
and Blatt!® is exceedingly suggestive for the 
experimentalist in the field of allergy. It is 
attractive to consider that the buffy coat of 
human blood, which is easily obtained with- 
out risk of injury to the patient, might serve 
as the cellular counterpart for the mor- 
phologist to what the biochemist learns re- 
garding individual differences in health and 
disease with his use of blood serum. While 
many methods of preparing buffy coat cul- 
tures are available, in our own experience it 
has been found that the most satisfactory re- 
sults are obtained by centrifuging 10 ml. of 
fresh blood at a temperature of 3° C. for 10 
minutes at 1,500 rpm. When no heparin is 
employed this step is carried out with the 
utmost speed and when satisfactory the leuko- 
cytes are caught in a layer between the packed 
erythrocytes at the bottom of the tube and 
the clotted plasma above. Using a platinum 
spatula the clot can be removed and the 
buffy layer dissected free and cut into suitable 
fragments. Hanging drop preparations are 
made with the use of heparinized plasma and 
a concentration of bovine thrombin suitable 
to produce a moderately firm clot. 


The cultivation of human blood vessels 
yields to a relatively simple procedure. In 
preliminary experiments we have used ribs 
which were discarded in the course of thoracic 
surgery. These are split open and small 
amounts of bone marrow are transferred to 
plasma clots following the suggestions made 
by Parshley.!* Not only have excellent endo- 
thelial tubes been made available for study 
with this method but some evidence of 
hemopoiesis was obtained. Whether sternal 
punctures could be used feasibly for the ex- 
ploration of certain types of allergic mani- 
festations involving vascular and hemopoietic 
tissue remains a question for future investiga- 
tions. 

Finally, a brief statement should be made 
regarding the opportunity of studying adult 
human brain cells. There is convincing evi- 
dence that neurons (Costero and Pomerat) 
and glia (Lumsden and Pomerat,? Pomerat'®) 
from the adult brain survive transplantation 
in tissue culture. While this area of investi- 
gation leaves much to speculation, it is not 
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impossible that biopsy material could be ob- 
tained in suitable cases by procedures as 
simple as those generally employed in per- 
forming ventriculograms. The importance of 
approaching the problem of multiple sclerosis 
as a manifestation of allergic response invites 
attention particularly as a result of the suc. 
cess which has been obtained by Peterson™ 
and her associates in the demonstration that 
myelin can be seen to be deposited in vitro, 

In summary, it becomes clear that a wide 
variety of human ceil types is available for 
study of allergic manifestations with modern 
tissue culture methods employing commer- 
cially available media, phase contrast, time 
lapse microcinematography and utilizing a 
perfusion chamber which permits the setting 
up of highly controllable experiments in vitro. 
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THE USE AND ABUSE OF OPHTHALMIC 
OINTMENTS* 


By Horace B. Dozier, M.D. 
and 
Paut W. RENKEN, M.D. 
New Orleans, Louisiana 


In the practice of ophthalmology the use of 
ointments provides one of the most valuable 
methods of local administration of various 
drugs to the eye and eyelids. In the discussion 
today we hope to bring out certain points 
which may be of interest in regard to the indi- 
cations and contraindications to their use. 

Ophthalmic ointments are of great benefit 
in the treatment of conjunctivitis; both the 
acute and chronic form. The solution forms 
of the various antibiotics, sulfonamides, and 
other drugs provide the single treatment of 
choice for conjunctivitis. However, when 
combined with drugs in ointment form, the 
maximum benefit is derived. Ophthalmic 
ointments are of especial benefit in acute con- 
junctivitis when drops are used during the 
day and an ointment is instilled into the lower 
cul-de-sac upon retiring. When used in this 
fashion, with the lids closed, the drug is kept 
in greater concentration during the night. In 
addition to the curative effect the use of the 
ointment at bedtime greatly reduces the dried 
crust formation on arising. 


At this point we wish to bring out a contra- 
indication of ophthalmic ointments in acute 
and chronic conjunctivitis. Ointments should 
not be used in conjunctivitis if there is a 
break or interruption in the corneal epi- 
thelium which involves its entire thickness. 
By this statement we do not include the super- 
ficial punctate infiltrates and staining areas 
that do not extend to Bowman’s zone, but do 
include deep ulcerations of the cornea. The 
reason for this rather dogmatic statement will 
be taken up in detail later in the discussion. 

Ophthalmic ointments are of particular 
value in the treatment of blepharitis, styes, 
and chalazia. In infections of the lid margins, 
the treatment is more effective when combined 
with gentle massage. This massage is helpful 
in expressing the infected material contained 
in the glands of the lid, and the ointment 
mixes with the oily secretion of the glands. 


—_— 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Fifth Annual Meeting, 
Dallas, Texas, November 5-8, 1951 
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Many acute and subacute chalazia respond to 
the conservative treatment of an ophthalmic 
ointment and massage to the infected mass. 
This method may not only be effective in 
clearing up the chalazion but helpful in re- 
moving the infection which had caused the 
chalazion, thus preventing recurrences. 


In pediculosis ciliaris, or nits and lice of the 
eyelashes, 2 per cent ammoniated mercury 
ointment is most effective in clearing up the 
infestation. 


All of us have seen epiphora as the result 
of slight ectropion of the lower lid with ever- 
sion of the puncta. In this situation, a bland 
ointment with a gentle massage upward and 
inward on the lower lid may be beneficial in 
overcoming the ectropion and relieving the 
epiphora. 

The use of firm massage followed by an 
ointment is beneficial in breaking the ad- 
hesions between the skin and underlying tis- 
sue which follow traumatic injuries or opera- 
tions upon the eyelids. This treatment is used 
by many plastic surgeons about six to eight 
weeks after the skin has firmly healed, and it 
is believed to 1-duce contracture of the scar 
and to give a better functional and cosmetic 
result. 


The brevity of our remarks as to the uses of 
ophthalmic ointments should not be construed 
to mean that we do not advocate their use. 
To the contrary, it is our belief that they are 
indispensable in the practice of ophthalmology 
when used in the proper fashion. 


The widespread use of ophthalmic oint- 
ments by the medical profession in general, 
and the fact that they are sold to patients 
without authorization of a doctor should make 
us as ophthalmologists conscious of the misuse 
or abuse of these preparations. Unfortunately, 
we cannot control the abuse of these ointments 
by others, but we should be sure that we are 
not using them to the detriment of the patient 
ourselves. 


The corneal epithelium is a structure which 
when intact provides a great protective barrier 
to infections to the underlying cornea; and, 
consequently, to the eye itself. The ability of 
the corneal epithelium to regenerate and fill 
in defects caused by trauma, burns, toxic 
agents and instrumentation is a reparative 
process which equals or exceeds any similar 
process in the body. Swan! has said: “Regen- 
eration of normal corneal epithelium occurs 
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at a rate so rapid that the epithelium stimu- 
lants have not been of clinical value.” The 
rapidity with which the corneal epithelium 
regenerates is a reparative process for which 
we as ophthalmologists should be most thank- 
ful and for which we should maintain the 
highest respect. Consequently, we should 
constantly be on the alert to prevent any con- 
dition or situation which would hinder it. 


Considerable work, both experimental and 
clinical, has been done in respect to regenera- 
tion of the corneal epithelium and the various 
factors which inhibit this healing process. 
Smelser and Ozanics* found that corneal re- 
generation proceeded more rapidly when no 
agent was used either in solution, powder or 
ointment form. Smelser* in another study re- 
ported that all ointment bases inhibited epi- 
thelization of cornea to some extent. He says: 

“Without a single exception, every burn treated with 
an ointment base was at least a little larger than the 
untreated burn of the controlled eye at the twelve 
hour stage.” 

Swan! has pointed out that tiny globules of 
any ointment may get under the epithelium 
in any abrasion and delay healing mechani- 
cally. 

Leopold and Steele‘ have reported that 
ointment bases and ointment containing 
sulfonamides deter regeneration of corneal 
epithelium. Berens et alii found as a result 
of their studies that ointment delayed the 
healing of superficial and deep wounds of the 
cornea. 

Swan;! Gunderson and Leibman,® as well as 
others, have shown that local anesthetics, par- 
ticularly in ointment form, slow down the 
regeneration of the corneal epithelium. 

Dunphy’ says: 

“Regeneration of corneal epithelium is retarded by 
sulfonamides. This is less noticeable with drops than 
with ointment preparations. For this reason, it is not 
wise to use these drugs after extensive corneal abra- 
sions, particularly in ointment form.” 

Heerema and Friedenwald® have reported 
from experimental studies that both U.S.P. 
lanolin and U.S.P. petrolatum caused inhibi- 
tion in the healing of minute wounds of the 
rat’s corneal epithelium. 


The extensive work done by the above- 
mentioned authors clearly indicates that oint- 
ments, and especially anesthetics and sulfona- 
mide ointments, retard regeneration of the 
corneal epithelium following burns and abra- 
sions of the cornea. 
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As previously mentioned, ophthalmic oint- 
ments are contraindicated in any condition 
in which the continuity of the corneal epi- 
thelium is defective or interrupted in its en- 
tire thickness. 


If we are to allow the corneal epithelium 
to exert its full regenerative process, we feel 
that ointments are contraindicated in the fol- 
lowing: 

(1) Abrasions and lacerations of the cornea. 

(2) Abrasions caused by and resulting from the 
removal of corneal foreign bodies. 

(3) Burns which involve the corneal epithelium. 

(4) Ulcers of the cornea. 

(5) Any operative procedure which interrupts the 
corneal epithelium, especially following intra-ocular 
surgery. 

Penicillin does not show the inhibiting in- 
fluence on regeneration of the corneal epi- 
thelium that the sulfonamides and anesthetic 
drugs do. Swan! and others have shown that 
penicillin in ointment form is more effective 
than when used in solution. Unfortunately, 
the high incidence of drug sensitivity follow- 
ing the use of ophthalmic penicillin ointment 
has reduced the value of this drug. The severe 
allergic manifestations of edema of the lids; 
injection, chemosis and folliculosis of the con- 
junctiva and the brawny tender skin, which 
has occurred frequently following the use of 
penicillin ointment, has caused us to discon- 
tinue its use altogether. 


In our personal experience in the last twelve 
months we have seen several cases in which the 
use of ophthalmic ointment has either delayed 
wound healing or caused complications. A 
brief review of three of these cases follow. 


The first case was that of a patient who had suf- 
fered an abrasion of one cornea by a fingernail. The 
patient had been under treatment for six weeks. Dur- 
ing that period, five different types of antibiotic or 
sulfonamide ophthalmic ointment had been used. The 
referring doctor said that the cornea would seem to 
heal over and the symptoms subside, but that in three 
or four days the cornea would again stain in an area 
as large as the initial lesion. These episodes of re- 
lapse continued for six weeks. On examination with 
the slit lamp, it was found that the cornea did not 
stain and yet the patient had severe photophobia and 
marked mixed injection. In the central portion of 
cornea the epithelium was dull, irregular and slightly 
elevated, and beneath the epithelium there was a mass 
of ointment which could be identified by the many 
fine globules. Treatment consisted of removing the 
epithelium overlying the ointment and gently strip- 
ping back all loose epithelium surrounding the lesion; 
using tincture of iodine on a small tightly wound 
cotton applicator. When this was completed the 
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epithelium was denuded in an area 3 x 5 mm. Twenty- 
four hours later the cornea stained in a 1 x 3 mm. 
area, and in 48 hours there was no staining of cornea. 
The patient was seen six months after the cornea was 
treated with tincture of iodine; the cornea was well 
healed and there have been no further difficulties. 

The second case was a patient who had a typical 
dendritic keratitis that had been treated for eight days 
using an ophthalmic ointment. There were multiple 
irregular branch-like opacities of cornea, some of which 
stained. The outstanding feature was that the epithe- 
lium had grown over the stroma in the region of some 
of these opacities and fine globules of ointment lay in 
a troughlike fashion beneath the epithelium. Treat- 
ment consisted in scrubbing all of the involved cornea 
with tincture of iodine and removing the loose 
epithelium. 

The third case was an individual who had had a cor- 
neal foreign body removed 6 days previously, following 
which he had been using an ophthalmic ointment 3 
times a day. On examination, there was a small ir- 
regular staining area of the cornea with a faint under- 
lying rust deposit. The epithelium in the staining 
area was irregular and ragged, and the central portion 
of the defect was filled with ointment. Treatment 
here was the same as in the first case, and in 18 hours 
the epithelium had completely regenerated with no 
staining. 

In addition to the reason that ointments 
deter the regeneration of corneal epithelium 
there is another factor which should be con- 
sidered. Lehrfeld and Donnelly® investigated 
the contamination of ophthalmic ointment 
and found that an unused tube of ointment is 
usually sterile, but that used tubes were fre- 
quently contaminated with bacteria or fungi. 
Therefore, if ophthalmic ointments are used 
either postoperatively or following abrasions 
or burns of the cornea, not only will the heal- 
ing process be delayed but the eye will become 
potentially infected if a used tube of ointment 
isemployed. 

In many ophthalmic ointments only a small 
part of the active ingredient is in solution 
form and most of the drug is in crystalline 
form. In a consideration of this fact, Dublin? 
noted that many of his patients complained of 
ascratchy feeling in the eye following the use 
of ophthalmic ointments after abrasions of the 
cornea. In order to determine the cause of 
this sensation, he used the ointment in the 
uninvolved, as well as the injured eye, and 
found many punctate staining areas of both 
corneas. He concluded that these staining 
areas were caused by the small crystals within 
the ointment, and rather than preventing an 
infection the ointment might be responsible 
for the development of a corneal ulcer. 


There is a factor which should be considered 
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in regard to the use of anesthetic ointments 
following abrasions of the cornea which is not 
related to wound healing. It is common prac- 
tice that following the removal of foreign 
bodies of the cornea, or after abrasions of the 
cornea, anesthetic ointments are instilled in 
the cul-de-sac. In addition to the doctors us- 
ing the ointment, the patient may be given a 
prescription for it with instructions to use it to 
relieve pain. Frequently in such cases the eye 
is not bandaged and the patient has an un- 
protected and anesthetic cornea which is more 
liable to injury since the protective mechanism 
of sensation has been destroyed. Furthermore 
winking is diminished and exposure keratitis 
may result. 


In order to remove a corneal foreign body 
the cornea must be anesthetized; the foreign 
body, as well as the manipulation to remove 
it, results in an abrasion or break in the 
corneal epithelium. Such an eye should have 
a dressing applied for two reasons: first, to 
protect the anesthetic cornea, and second, to 
hasten the regeneration of the epithelium. It 
is of interest to note that Swan! believes the 
reason epithelial defects heal more readily 
when an eye is bandaged is that the tempera- 
ture of the conjunctival sac is increased by use 
of the bandage. 

There is rarely any indication for the use 
of an anesthetic ointment and it should never 
be given to a patient for self-administration. 
The pain that follows an abrasion of the 
cornea, the removal of a foreign body, or 
scrubbing a cornea with tincture of iodine is 
rather severe and unpleasant. It is better to 
bandage such an eye and give the patient a 
sedative and a drug for the relief of pain 
rather than to use an anesthetic ointment. 
Another evil of anesthetic ointments in the 
hands of the patient is that after it has been 
used for the reason it was prescribed it will 
frequently go in the medicine cabinet. Later, 
if some ocular pain occurs to a member of 
the family, it will be used again with tempo- 
rary relief of pain. The symptoms being re- 
lieved, the patient will delay seeing a phy- 
sician and possibly allow a serious condition 
to go untreated for several days. 

Ophthalmic ointments are frequently used 
as vehicles for drugs to produce miosis and cy- 
cloplegia. The reason given for this is that 
the drugs in ointment form produce a more 
sustained and effective miosis or cycloplegia; 
and that ointments, especially in children, are 
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easier to administer. In our. experience oint- 
ment forms of such drugs are no more effective 
than when used as drops, and instilling an 
ointment in a child’s eye is as difficult, or 
even more difficult, than instilling drops. 
When advising a parent as to the use of 
atropine drops in a child’s eye, one is careful 
in instructing the parent to use only one drop 
at a time in each eye and to wait 30 minutes 
or so before instilling the drop in the other 
eye. These precautions are given in order to 
prevent the undesirable systemic effects of the 
atropine which is absorbed through the con- 
junctiva and nasal mucosa. If atropine oint- 
ment is used, an undetermined amount of the 
ointment is instilled and the drug will be ab- 
sorbed by the nasal mucosa and conjunctiva 
as readily as if drops were used. On many oc- 
casions children have been brought to the 
emergency room of Charity Hospital in New 
Orleans in varying states of atropine poison- 
ing, resulting from the use of atropine oint- 
ment. In 1950, Heath!* reported the death of 
a two-year-old child from atropine poisoning 
following the use of ophthalmic atropine 
ointment. 


We have all seen the nausea, vomiting and 
abdominal distress that can result from the 
excessive use of eserine and prostigmin. Un- 
fortunately, these symptoms can not always 
be avoided and must be tolerated in order to 
control the elevated intra-ocular tension. It 
is the opinion of many doctors that the sys- 
temic absorption of these drugs from ointment 
is greater than when they are used in solution, 
and the local effect to the eye is no greater 
than when used as drops. As in the use of 
atropine there is no accurate control of the 
amount of the drug when it is used as an 
ointment. It might be well to mention that 
the effectiveness of solutions is increased when 
a wetting agent is used and the solution is 
instilled so that it flows from above down- 
ward across the exposed cornea. 

Although there is no exacting contraindica- 
tion to the use of ophthalmic ointments for 
miosis and cycloplegia, it is thought that the 
systemic absorption of these drugs is less when 
used as drops and, therefore, these offer a safer 
and more desirable method. 

Summary.—Ophthalmic ointments when 
used in the proper fashion are indispensable 
in the practice of ophthalmology; however, in 
certain conditions they can be detrimental 
rather than beneficial. 


November 1952 


CONCLUSIONS 


(1) Ophthalmic ointments are valuable when 
used in the following conditions: 


(A) Acute and chronic conjunctivitis. 
(B) Blepharitis, styes and chalazia. 
(C) Pediculosis ciliaris. 


(D) When combined with massage to 
overcome slight ectropion of the 
lower lid and to reduce contracture 
of scar formation of the skin of the 
lids. 


2) Ophthalmic ointments are contraindi- 
cated in the following: 


(A) Abrasions and lacerations of the 
cornea. 


(B) Abrasions caused by and resulting 
from the removal of corneal for- 
eign bodies. 


(C) Burns which involve the corneal 
epithelium. 

(D) Ulcers of the cornea. 

(E) Any operative procedure which in- 
terrupts the corneal epithelium, es- 
pecially following intra-ocular sut- 
gery. 

(3) The use of anesthetic ophthalmic oint- 
ments is seldom if ever indicated. 


(4) Ophthalmic ointments when used to pro- 
duce cycloplegia and miosis are more 
hazardous and less reliable than when 
such drugs are used in solution. 
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SALICYLATE INTOXICATION FROM 
CUTANEOUS ABSORPTION OF 
SALICYLIC ACID* 


REVIEW OF THE LITERATURE AND REPORT 
OF A CASE 


By C. Jack Younc, M.D. 
Oklahoma City, Oklahoma 


Topical salicylic acid preparations are fre- 
quently used because of their dependable 
keratolytic and antibacterial properties. The 
usual complication of cutaneous salicylic acid 
therapy is dermatitis venenata from injudi- 
cious use of strong preparations on inflamed 
skin. The occurrence of salicylate intoxica- 
tion from cutaneous absorption of salicylic 
acid is rare and has not been reported in the 
American literature. 

Salicylic acid (0-hydroxy benzoic acid, 
C;H,OHCOOH) occurs in the form of fine 
needles or a crystalline, white powder. It has 
a sweet, afterwards acrid, taste and is soluble 
in 460 parts of water, 217 parts of alcohol and 
135 parts of benzene. Toxicologists classify 
it as an organic poison of the aromatic series. 

According to Leslie-Roberts,! solid keratin 
is impervious to salicylic acid but it adsorbs 
the acid, forming a supersaturated solution on 
the skin, and from this surface layer the sys- 
temic salicylates are drawn. When salicylic 
acid enters the blood stream it is converted 
into sodium salicylate, and traces can be found 
in all organs and in the milk, bile, sweat, sa- 
liva, and feces. Most of the symptoms and 
signs of salicylate poisoning are the results of 
damage to the brain, kidneys and liver with 
concomitant changes in the intracellular 
electrolyte balance. About 75 per cent of 
salicylate excretion is accomplished by the 
kidneys while the remainder is destroyed in 
the liver by conjugation with glycine. 

Lipman and his coworkers? have summar- 
ied the electrolyte changes that occur in 
salicylate intoxication as follows: 

“A hyperpnea due to the central stimulatory effect 
of the salicyl radical produces a respiratory loss of 
carbon dioxide, altering the ratio of carbonic acid to 
sodium bicarbonate in the direction of increased 
alkalinity. This then is a state of respiratory alkalosis 
and represents the first stage of salicylate intoxication. 
The next stage is a state of compensated acidosis 
caused by ketosis resulting from altered carbohydrate 

*Read in Section on Dermatology and Syphilology, Southern 


Medical Association, Forty-Fifth Annual Meeting, Dallas 
Teas, November 5-8, 1951. . : 


metabolism and the presence of retained acid anions in 
the blood and tissue fluids. The hyperpnea, which is 
now present, is due to the central effect of increased 
acidity of blood and tissue fluids. The final stage is 
that of decompensated acidosis, with depletion of the 
alkali reserve, decrease in the blood pH and failure 
of the respiratory center in its attempt to achieve 
compensation.” 


REVIEW OF THE LITERATURE 


Pliny and Dioscorides, in the first century, 
mentioned the use of moistened ash of willow 
bark as well as a decoction of willow leaves 
for the removal of callosities and the treat- 
ment of skin diseases.* —The modern history 
of salicylic acid started in 1860 when Kolbe 
and Lauteman synthesized the compound from 
phenol; however, it was 1874 before Kolbe 
devised a commercially practical synthetic 
process.4 

Numerous investigators have demonstrated 
the cutaneous absorption of salicylates. In 
1880, Beyer® reported the presence of sali- 
cylates in the urine following body immersion 
in a very dilute salicylate solution. Juhl® 
found urinary salicylates after spraying the 
human leg with 2 per cent solution of sodium 
salicylate and salicylic acid in alcohol. Ingria,* 
in 1886, working with salicylic acid in oil of 
sweet almond, identified salicylate in the 
urine three to five and one-half hours after 
cutaneous application of as little as 0.25 gram. 
Vogel® detected urinary salicylates 45 minutes 
after rubbing 2 grams of salicylic acid in oint- 
ment form on his skin. Gundorow® reported 
that salicylic acid could be absorbed without 
rubbing of the ointment vehicle. Von Bons- 
dorff!® and his coworkers have shown that 
both vaseline and animal fat vehicles permit 
absorption of salicylic acid. Leslie-Roberts! 
applied salicylic acid in various vehicles to the 
unbroken skin of 62 patients and demon- 
strated salicylate compounds in the urine of 
48. 


Lenartowitcz!! and Leslie-Roberts! have 
each reported two cases of acute salicylate 
toxicity from cutaneously absorbed salicylic 
acid. These patients became asymptomatic 
soon after the preparation was discontinued. 


Eight fatal cases of salicylate poisoning from 
cutaneous absorption of salicylic acid have 
been reported. Three of these cases!? 15 14 oc- 
curred in children under the age of three. 
Kiess!® and Kalbe!® each reported two cases 
occurring in patients from 5 to 7 years of age 
who died within 48 hours after repeated ap- 
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plications of a scabieticide containing salicylic 
acid. A fatality’! occurred in a 16-year-old 
patient with lupus vulgaris who used an oint- 
ment containing salicylic acid on an entire 
leg. Vomiting, tinnitus, stupor, Cheyne-Stokes 
respiration and nuchal rigidity developed, 
and the patient died within 24 hours. 


REPORT OF CASE 


This patient was three years of age when first seen 
at the University of Virginia Hospital in 1942. Dry- 
ness and scaling of the skin had been present since 
birth, and a diagnosis of severe ichthyosis was made. 
She was seen twice in 1944 at which times the condi- 
tion remained unchanged. By February, 1950, the con- 
dition had become so severe that hospitalization was 
necessary. No familial history of ichthyosis or con- 
genital cutaneous defects was obtained. 

The patient was a poorly nourished, ten-year-old, 
white girl weighing 36 pounds. Cutaneous examina- 
tion disclosed extreme thickening of the skin with 
formation of numerous triangular and quadrilateral 
plaques involving all areas except the palms and 
soles. These plaques prohibited normal movement of 
the elbows and knees. The teeth, nails and mucous 
membranes were normal. Examination of the scalp 
revealed a sparsity of hair and a thick, dry, adherent 
“cap” of scales measuring 4 to 8 mm. in thickness. 
Ophthalmologic examination disclosed a diffuse dry- 
ness and contraction of the eyelids resulting in an 
ectropion of the left lower eyelid. No corneal 
ichthyosis was observed by slit lamp examination. 

On admission, a routine hemogram, urinalysis and 
serum test were normal. 

The patient was placed on a regimen consisting of 
3 per cent salicylic acid in equal parts of cold cream 
and aquaphor applied every four hours, warm wet 
dressings to the scalp and a daily tub bath. After 
using the salicylic acid ointment for two days she be- 
came emotionally unstable and cried herself to sleep. 
Anorexia was noted the third day and the patient 
complained of vague abdominal pains. During the 
fourth day of treatment she cried continually and had 
delusions of animals and insects crawling on the furni- 
ture and about her bed. 


Complete physical re-evaluation at this time pre- 
sented no neurological abnormalities, and it was felt 
the patient could possibly be having a reactive depres- 
sion due to severe nostalgia. 

During the fifth day of treatment with the 3 per 
cent salicylic acid ointment the patient fell asleep 
while being bathed, refused all food and had slurring 
of her speech. She again had delusions on the sixth 
day. On the seventh day of treatment extreme lethargy 
was noted and she would not turn when called. 


A diagnosis of toxic psychosis due to absorbed 
salicylic acid was made and confirmed by plasma and 
urine salicylate levels of 40 and 30 mg. per cent re- 
spectively. 

Laboratory evaluation at this time revealed no de- 
pression of the white or red blood cells. The retic- 
ulocyte count was 1 per cent and the platelet count 
687,000. The bleeding time was four minutes (Duke) 
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with a coagulation time of seven minutes (McGowan). 
The Hanger’s flocculation was 1 plus while the 
prothrombin time was 21 seconds (Quick) with a 
control of 12 seconds. Blood urea was 40 mg. per 
cent. The carbon dioxide combining power (Van 
Slyke) was 49.1 volumes per cent or 22.1 meq. per 
liter. Urinalysis revealed a specific gravity of 1.026, 1 
plus glycosuria and 50 to 60 white blood cells per 
high power field with a moderate number of granular 
and hyaline casts. An electrocardiogram was normal. 
An electroencephalogram exhibited generalized slow- 
ing of the brain waves without focal signs. 


Following the diagnosis of salicylate toxicity all 
cutaneous applications were stopped and oral fluid 
intake encouraged. The patient remained lethargic 
for 24 hours and refused to eat. Within 36 hours, 
however, she was alert, playing, speaking, and ap- 
peared mentally normal. 

Plasma and urinary salicylate levels determined ev- 
ery 24 hours during the recovery period revealed 
complete excretion within 72 and 96 hours respect- 
ively (Table 1). An electroencephalogram four days 
after recovery showed normal brain waves. 


DISCUSSION 


Many factors combined to contribute to 
the appearance of salicylate intoxication in 
this patient. Ichthyosis, with its diminished 
or absent granular layer and thin malpighian 
layer, served to expedite the permeation of 
salicylic acid to the vascular bed. The numer- 
ous plaques and fissures increased the ab- 
sorptive surface while the universal applica- 
tion of 3 per cent salicylic acid ointment 
predisposed to maximum absorption. The 
fact that this ten-year-old patient weighed 
only 36 pounds permitted rapid saturation of 
the body fluids and tissues with the salicyl 
radical. 

The electroencephalographic finding of 
generalized slowing of brain waves during 
salicylate intoxication is of special interest 
because this change has been heretofore un- 
reported. No attempt was made to regulate 
the electrolyte balance since this patient pre- 
sented a state of respiratory alkalosis which 
we believed would spontaneously regress upon 
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Diagnosis of Plasma Salicylate Urinary Salicylate 








Salicylate Toxicity Mg/100 M1. Mg/100 Ml. 

0 40 30 

24 28 35 

48 14 not done 

72 0 46 

96 0 0 

120 0 0 

TABLE | 


Rate of salicylate excretion from plasma and urine. 
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excretion of the salicyl radical. The complete 
excretion of salicylic acid within 96 hours is 
in the expected time range for high tissue con- 
centrations. 


SUMMARY AND CONCLUSIONS 


Four cases of non-fatal and eight cases of 


‘fatal salicylate poisoning from cutaneous ab- 


sorption of salicylic acid were found in a re- 
view of the literature. American dermatol- 
ogists have not emphasized this complication 
of cutaneous therapy. 

A case is presented in which a 10-year-old 
girl with severe ichthyosis developed salicylate 
intoxication after using a 3 per cent salicylic 
acid ointment for 48 hours. The medication 
was continued for five more days and the pa- 
tient became lethargic, had delusions and de- 
veloped mild respiratory alkalosis. She was 
mentally normal 36 hours after stopping the 
ointment. 


During salicylate intoxication an electro- 
encephalogram revealed generalized slowing 
of the brain waves. This has been heretofore 
unreported. 


Dermatologists and general practitioners 
should carefully observe patients using 
salicylic acid preparations on large surface 
areas for evidence of salicylate intoxication. 
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DISCUSSION (Abstract) 


Dr. Onis G. Hazel, Oklahoma City, Okla—I feel 
that the possibility of idiosyncrasy should be considered 
in the case which Dr. Young has reported. Different 
pharmacologists have reported that the first symptom, 
hyperpnea, occurs only when the blood plasma salicy- 
lates reach 25-40 mg., per 100 cc., and that children 
have a relatively high tolerance for the salicylates. 
The author’s case had profound symptoms but had 
only 40 mg. blood plasma salicylates per 100 cc. 


Salicylic acid enters living cells which are im- 
permeable to most other acids and this is probably 
due to the fact that diffusion through colloid mem- 
branes is hastened by salicylic acid or sodium salicylaie. 


Since free salicylic acid does not exist in the tissues 
it seems logical that the body fluids, cells, and blood 
have the capacity to convert salicylic acid applied 
locally into salicylates before toxic symptoms appear. 


This case report should cause us to be more alert in 
recognizing idiosyncrasies or toxicity to the use of 
salicylic acid locally as well as to salicylate therapy 
generally. 


Dr. Young (closing)—Unfortunately the clinical 
condition of our patient was too precarious to hazard 
a therapeutic test for idiosyncrasy. However, in view 
of the progressive course followed in this patient it 
was felt that the possibility of idiosyncrasy was most 
remote. 


THE APPRAISAL OF HORMONE 
THERAPY IN DERMATOLOGY* 


By A. H. Lancaster, M.D. 
Knoxville, Tennessee 


The title of this paper, I should say, is not 
appropriate, but it does give me an excuse 
for discussing some of my personal observa- 
tions. 

In the early thirties patients with objective 
dermatological problems and subjective symp- 
toms suggestive of hormonal deficiencies led 
me to the opinion that hormonal deficiencies 
may be responsible for many of the derma- 
tological complaints for which patients were 
continuously seeking relief and obtaining very 
little benefit. In a period of a few years, by 
taking a careful history of each case and keep- 
ing in mind hormonal deficiencies in such 
patients, I came to the conclusion that em- 





*Read in Section on Dermatology and Syphilology, Southern 
edical eg I eesadeaanas Annual Meeting, Dallas, Texas, 
November 5-8, 195] 
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pirical hormonal therapy was just as rational 
as many of the therapeutic procedures being 
practiced. Unfortunately, I did not have lab- 
oratory tests available to substantiate my 
clinical belief and my adventure was on a 
clinical basis, but through the help of my 
patients, my medical colleagues, particularly 
those doing general practice and gynecology, 
encouraging results were obtained which I 
felt justified my continued interest and en- 
thusiasm. In 1938, I read my first paper on 
hormones in dermatology! before a meeting 
of this organization in Oklahoma City. In 
this paper I dealt with so-called eczema solare 
and hydroa aestivale. World War II inter- 
rupted the clinical study that I had planned 
to present in 1943, essentially the paper I am 
presenting today. Fortunately, the delay gave 
me a longer period of observation ‘and the 
advantage of studying other men’s work and 
publications. In spite of all the research by 
the chemists, the pathologists, the physiolo- 
gists and the clinicians, we have hardly 
scratched the surface and much desirable in- 
formation belongs to the future. 


Apparently these facts have been fairly well 
established by our research men concerning 
the blood levels of androgens and estrogens 
at different ages: that both hormones are pro- 
duced in both sexes, that the androgens pre- 
dominate over the estrogens in the male and 
the estrogens predominate over the androgens 
in the female, that there is a detectable 
amount of both in the blood of children, that 
with the approach of adolescence the hor- 
mones begin increasing in quantity and we 
expect them to reach their maximum concen- 
tration in the late teens or early twenties. 
About the fifth decade of life the hormones 
are passing high-noon concentration and be- 
gin diminishing in amounts. Learning that 
there is a noticeable increase of hormones at 
about 514 years of age, I began to suspect 
that these hormones could have an influence 
in the etiology of hydroa aestivale. The ap- 
plication of hormonal therapy I believe has 
justified my suspicion. The same investigators 
have informed us that there is a high con- 
centration of estrogens in the blood during 
pregnancy; this made me suspect that this is 
the reason that some of my female patients 
who are free of sunlight eruptions during 
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pregnancy abort or miscarry because of this 
hormonal deficiency. 


Where in the body are the hormones pro- 
duced? The reply to this question is partially 
known but the complete answer is yet to be 
given. It is generally believed that the hypo- 


thalamus of the antuitary pituitary gland gov. 


erns the development and function of the 
reproductive system of both male and female 
by the production of two gonadotrophic hor- 
mones: the follicle stimulating hormone 
(FSH), and the interstitial cell stimulating 
hormone (ICSH) in the male, which is identi- 
cal with the luteinizing hormone (LH) in the 
female. The follicle stimulating hormone 
(FSH) is essential for the normal development 
and function of the germinal epithelium and 
Sertoli’s cells of the seminiferous tubules in 
the testes as well as for stimulating in the 
ovary the development and ripening of the 
graafian follicle up to the point of ovulation. 
The ICSH with the aid of the follicle stimu- 
lating hormone produces corpus luteum fol- 
lowing ovulation. The maturing graafian fol- 
licle produces estrogen, and corpus luteum 
produces progestin. Whereas in the male, the 
ICSH is responsible for stimulating and gov- 
erning the development of the Leydig cells 
which are thought to produce both estrogens 
and androgens. It is thought that the Sertoli’s 
cells of the seminiferous tubules also produce 
estrogen. It is also believed that the cortical 
portion of the adrenal gland is stimulated by 
a hormone produced by the pituitary, adreno- 
corticotropic hormone (ACTH), resulting in 
a source of androgen in both sexes. So we 
may summarize by saying the glands that nor- 
mally produce these hormones are the hypo- 
thalamus of the antuitary pituitary, adrenal, 
testes, and ovaries. A disturbance of the nor- 
mal function of any of these glands upsets 
their endocrine hook-up, and we may expect 
an abnormal function of any or all of them. 
Such disturbance may be congenital, surgical, 
inflammatory, either local or systemic, neo- 
plastic, and so on; it may manifest itself either 
objectively or subjectively or both. Unfor- 
tunately, laboratory tests are not generally 
available today to enable us as clinicians to 
cast aside our clinical knowledge in deference 
to the laboratory test. Such symptoms of the 
female climacterics, or the so-called meno- 
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pause, were and are of great value in dealing 
with many of these patients. The symptoms 
are not necessarily confined to the age when 
we expect the climacterics, but are character- 
istic of hypofunction or afunction in the 
menacme. Such disturbance is most often 
brought about by a surgical procedure al- 
though we must keep in mind hypopitui- 
tarism, hypothyroidism, adrenal conditions, 
severe general infections, anemia, and so on. 
Endocrine imbalance can begin before and 
last long after menstruation ceases. In look- 
ing for these symptoms, we must keep in mind 
the menstrual cycle, nervousness, hot and cold 
flashes, insomnia, fatigability, headache, ar- 
thralgia, vertigo, gastric disturbances, change 
in weight and blood pressure, tachycardia, 
dyspnea, palpitation, and irritability. 

The types of cutaneous lesions found in 
patients which I believe to be affected by 
hormonal abnormalities are polymorphic. All 
of the primary skin lesions such as macules, 
papules, wheals, vesicles, bullae, pustules, as 
well as typical lichen planus papules, may be 
seen along with the secondary lesions. Pruri- 
tus is expected in practically all these pa- 
tients. The distribution or geography of these 
lesions is important, especially on the areas 
exposed to the sun, wind, and elements. You 
are all familiar with the distribution of 
lesions in herpes gestationis? and impetigo 
herpetiformis* and hydroa aestivale,* 5 which 
some now believe are influenced by hormones. 
The outstanding conditions not necessarily 
affected by sunlight are urticaria, kerato- 
derma climactericum, and eczematoid erup- 
tions of the hands. The eczematoid eruptions 
may be erythematous, vesicular, or hyper- 
keratotic, and may fail to respond to therapy 
administered by the allergist, the psychiatrist, 
the radiologist, or to topical applications. 
These hands have many of the physical char- 
acteristics of occupational or contact derma- 
titis, but do not respond to protective dress- 
ings. Yet, I believe the explosive mechanism 
of many justifiably diagnosed contact erup- 
tions of hands is influenced by hormonal ir- 
regularities. My observations have led me to 
believe that at times we have erred in han- 
dling some of our patients as atopic derma- 
titi. As an example, there is the man with 
an eruption only on the exposed parts, as the 
scalp when he goes without his hat, the face, 
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the neck, the ears, and the exposed parts of 
arms and forearms with ulnar side of upper 
extremities essentially clear, the inner portion 
flexor surfaces of elbows slightly involved, 
axillary regions clear and no abnormal condi- 
tion below the belt line unless he spends a 
vacation at the beach and then his disturbance 
is generalized except for the bathing trunk 
area. These patients will often give a history 
of having received ultraviolet light therapy in 
the past which produced the eruption on all 
areas exposed to the light. This pseudo atopic 
dermatitis I have observed more in the male 
than in the female possibly because the male 
frequently leads an outdoor life. The history 
of many of these patients indicates that a 
similar eruption was present in infancy; some 
have hardly been free from the eruption since 
its onset, with the worst attacks coming dur- 
ing high school or college age and a real ex- 
plosion at the climacteric period. As a rule 
many of these men were exceptionally good 
students, and their accomplishments exceeded 
those of the average college classmates in spite 
of the physical and social handicap of the 
abnormal condition of the skin. 


CASE REPORTS OF ECZEMATOID ERUPTIONS 


Case 1.—A white dentist, age 43, was first seen by 
me March 9, 1949. He had a hyperkeratotic eczema- 
toid eruption of the palms and sides of the fingers 
with a slight thickening of the skin back of the 
knuckles, groups of small deep seated vesicles, some 
painful fissures, of six years’ duration. He gave a 
history of having had all the x-ray advisable, and of 
having been under the care of an allergist who had 
dieted him and given him shots without benefit. He 
had also been hospitalized for two weeks with slight 
improvement and had remained at home away from 
work for two more weeks, but in five days after going 
home he was in as bad condition as ever, and he had 
returned in ten days to work essentially no better 
than when he entered the hospital. Later he spent a 
month in Florida without benefit, possibly because of 
too much night life. 


Recommendations included pregnant mare’s urine 
(gonadogen®) 20 units three times a week for two 
weeks, then twice a week for two weeks; testosterone 
propionate (lingusorbs®) mg. 3 twice a day. At the 
end of one month he was essentially clear. He was 
asked to continue the testosterone for one more month, 
and I may say that he worked every day while under 
treatment. His letter of September 12, 1951, to me 
says that he had been threatened with two recurrences 
since I saw him last. In each instance he went back 
on the testosterone mg. 3 twice a day for twenty-four 
days, and before the twenty-four days was up his 
hands were completley healed. I quote from his letter 
of September 12, “This definitely proves to me that 
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this particular treatment for my type of dermatitis is 
a specific.” 

Case 2.—Mrs. J. B. C., age 50, a white registered 
nurse, was first seen by me April 9, 1951, with a 
hyperkeratotic eruption on the palms of both hands, 
extending up on the sides of the fingers and web 
areas of the thumb and index fingers, and nummular 
patches of deep seated vesicles in the palms, of five 
years’ duration. Her feet were free of the eruption. 
She was overweight, her blood pressure had been high 
but was normal at the time of examination; she had 
been under the care of an allergist and a dermatologist, 
and a radiologist had given her some x-rays with 
temporary benefit, but her condition soon relapsed 
after the x-ray therapy was discontinued. Her menses 
had been stopped five years previously by x-ray 
therapy soon after which the trouble on her hands 
started. 


She was given a bland ointment, conjugated estro- 
gens (premarin®) mg. 2.5 daily and on April 17, she 
was improving, and on May 2, her hands were essen- 
tially clear. A slight menstrual flow had been ob- 
served and the estrogens were stopped for ten days, 
and then continued for twenty-one days. On June 8, 
her hands were clear and she was doing her usual 
work. On July 23, her hands were clear and have 
remained so. 


Case 3.—Mrs. A. D., a farmer’s wife, age 5714, was 
first seen by me May 2, 1951, with a vesicular derma- 
titis, severe, on the backs of the hands, forearms, arms, 
face, neck and legs, with guttate areas of depigmenta- 
tion on a background of rather increased pigmenta- 
tion from previous disturbances. She gave a history 
of having had this for twelve years, each year starting 
about April and lasting until late fall. She lived on 
a farm and worked in her garden and in the fields. 
She informed me she could not get in the sun with- 
out breaking out. She was the mother of eight chil- 
dren, the youngest 18 years of age, and had had no 
miscarriages. Her last menstrual period was about ten 
years earlier. 


She was given estrone (theelin) 10,000 units hypo- 
dermatically at intervals of about two weeks, and con- 
jugated estrogens (premarin®) 1.25 mg. was prescribed 
orally daily, and the calamine and zinc lotion with 
1 per cent phenol which she had been applying lo- 
cally twice a day was continued. On May 16, 1951, 
she was much improved and the premarin® was 
stepped up to mg. 2.5 daily. On June 6, her face, 
neck, shoulders and chest had healed, her legs and 
arms were about 75 per cent improved. On June 21, 
1951, very few active lesions remained. On August 15, 
she was cleared and the premarin® was stopped for 
ten days and she was asked to resume mg. 2.5 daily 
for three weeks. There were no recurrences this sum- 
mer or fall, and for the first time in twelve years she 
was able to work in the sun without a return of the 
dermatitis. 


Case 4—W. L. L., a man, age 45, a chemist, was 
first seen by me on April 24, 1951. He had previously 
been diagnosed and treated for an atopic dermatitis 
by several reputable dermatologists in some of the 
larger cities. He gave a history of infantile eczema, 
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very little change in condition with seasons; his most 
severe episodes having occurred during his last year 
in high school and his college days. At the time of 
his first visit, the disturbance was limited to his scalp, 
face, neck, upper part of the shoulders, chest, and 
flexor surfaces of the forearms with lichenification of 
the elbow regions. He, too, had received his limit of 
x-rays. 

He was given a bland ointment, sulfapyridine 1 gram 
three times a day, testosterone propionate (testandrone 
hypoglossals®) 10 mg. daily. On May 1, 1951, he re- 
turned saying he could not tolerate the sulfapyridine, 
but other recommendations were continued. On May 
21, 1951, he was wonderfully improved and all local 
treatment was discontinued. On September 13, 195], 
he came to bring his son to me for treatment. At this 
time he was clear but still taking testosterone, and 
said he was afraid to discontinue it. 


URTICARIAS 


The management of chronic urticaria has 
been and still is a difficult dermatological 
problem. Our attention has been called re- 
peatedly to the association of hormonal and 
endocrine disturbance as a cause of urticaria 
but possibly this association has not been em- 
phasized to the point that we are adequately 
impressed with its importance. I like to think 
of these urticarias as clock-like, and due to 
exhaustion for lack of hormones, a condition 
which is fairly common at the climacteric 
and occasionally at other periods of the men- 
acme. In the clock-type, the patients soon 
after arising in the morning are broken out; 
many of them will essentially clear up in 
about one hour, only to be broken out again 
in the late afternoon at the time the children 
come home from school or about one hour 
before they start home from work, or perhaps 
in the early evening. If the urticaria is not 
checked by proper therapy, it will eventually 
continue all day and grow gradually worse 
and more annoying until the patient manages 
to get to sleep. As the week grows older, each 
day the patient is worse; should she attend 
a social function or have house guests or be 
busy with church or any other responsible 
affairs over the week end, she may really blow 
up. The patient will often tell you that a 
long week end of rest is of great therapeutic 
value. This type of urticaria most often hap- 
pens in the fourth or fifth decade of life but 
may happen anywhere in the menacme and 
occasionally even in the sixth and seventh 
decade of life. I believe the incidence in the 
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latter decades is more prevalent in males than 
in females. 


CASE REPORTS OF URTICARIA 


Case 1.—R. L. K., a white man, age 55, college presi- 
dent, was first seen by me May 17, 1948. The urticaria 
was acute, moderately severe, and he showed sub- 
jective symptoms of the climacterics such as insomnia, 
nervousness, and fatigability. The urticaria was bad 
in the morning, essentially clear after about one hour, 
only to return late in the afternoon. He had been 
under the care of an excellent internist for two months 
with no relief. 


He was given testosterone propionate 25 mg. hypo- 
dermatically, and methyl testosterone (oreton-M®) 10 
mg. daily. When he was seen two weeks later, his skin 
was essentially clear and he was feeling much better 
in every respect; two weeks later he felt fine and has 
not had a recurrence. 


Case 2—J. M. S., a white man, age 64, executive, 
was first seen by me on June 20, 1950. He had an 
urticaria, severe, and of six months’ duration. He 
had been seen by an allergist, a dermatologist, and a 
psychiatrist who referred him to me. I had seen this 
patient fifteen years before with another condition, 
and his greeting to me was, “I tried to stay away but 
was sent back.” In spite of his age, I classified him 
as exhaustive urticaria of the male climacteric sup- 
ported by the clock-type eruption: as the week went 
on he grew worse, and his best day was Sunday, a 
long week end of rest being noticeably beneficial. 


I recommended that he spend ten hours out of 
twenty-four in bed, and prescribed testosterone pro- 
pionate (testandrone hypoglossals®) 10 mg. under the 
tongue night and morning. In one week he was essen- 
tially clear, and two weeks later he was entirely free 
of the urticaria and feeling much better. He was re- 
quested to continue the testosterone 10 mg. daily for 
one month. In a conversation one year later, he told 
me that he had remained clear of the urticaria. 

Case 3.—Mrs. W. J. M., age 50, was first seen by 
me October 3, 1932. She had a severe urticaria of 
four months’ duration which was bad in the morning 
for about one hour, then essentially clear until ap- 
proximately four o’clock in the afternoon when it 
became severe and disturbing until she managed to 
go to sleep. She had had a panhysterectomy in the 
fall of 1931. She presented many of the symptoms of 
the climacteric, especially extreme nervousness. Diet 
and barbiturates prescribed by her surgeon had failed 
to give her relief. 

She was given estrone (theelin) 10,000 units hypo- 
dermatically twice a week with marked improvement 
of the climacteric symptoms and gratifying relief of 
the urticaria within ten days; after three weeks she 
was referred back to her surgeon with recommenda- 
tions that her menopausal symptoms be treated symp- 
‘omatically with estrone. This request was not carried 
out and she returned to me in two months with urti- 
taria as severe as ever; again estrone was given with 
ftatifying results. This patient did not have any more 
urticaria because the climacteric symptoms were kept 
under control. She was again seen by me with derma- 
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tological conditions in 1935, 1937, 1946, and 1950, but 
she has not had a recurrence of the urticaria. 


Case 4.—Mrs. A. S., a white widow, age 49, was first 
seen by me June 19, 1951. She had an urticaria, severe 
at night and mild in the morning. She had had a 
hysterectomy at the age of 26. At the time I saw her, 
she was living with her sister; she had been told that 
the cause of her urticaria was her nerves and had 
been advised by her physician to move away from 
the sister’s children. 


She was given estrone (theelin) 10,000 units hypo- 
dermatically weekly; conjugated estrogens (premarin®) 
2.5 mg. was prescribed each night. In one week she 
was improved and in three weeks was cleared. The 
premarin® was continued for three additional weeks. 


She did not change her environment and she has re- 
mained clear. 


LICHEN PLANUS ERUPTIONS 


The incidence of lichen planus and lichen 
planus-like eruptions is relatively high in pa- 
tients with hormonal deficiencies. A case of 
eczema solare which I reported in a paper in 
1938 occurred in a patient who had had 
lichen planus for three summers in the eleven 
years previous to developing the eczema solare, 
and has not had a recurrence of the lichen 
planus since treatment for the hormone de- 
ficiency. A case of hydroa aestivale occurring 
previous to 1938, as reported in the same 
publication, was seen in 1941 with a typical 
lichen planus-like eruption on sunlight areas 
for the first time although she had been free 
of her hydroa aestivale or any other skin dis- 
ease since 1937. It has been my privilege to 
see several females with typical lichen planus- 
like eruptions on the areas exposed to sun- 
light in the summer months, one patient for 
three consecutive summers. Most of these pa- 
tients were in the fourth decade of life and 
most of them had had their ovaries removed 
and had subjective symptoms of the climac- 
terics. Some had not undergone operations. 
The oldest was in the late fifties. In such 
patients the response to hormonal therapy is 
prompt; whereas, hormonal therapy is of no 
value in the other type of lichen planus ex- 
cept in lichen planus developing in the third 
and fourth week of pityriasis rosea in the 
summer months in women presenting sub- 
jective symptoms of the climacteric. Two such 
patients with lichen planus developing in 
pityriasis rosea, have developed so-called bul- 
lous lichen planus. The sunlight eruptions 
that I attribute to hormonal deficiencies re- 
mind me so much of the atabrine dermatitis 
cases that we saw frequently in World War II, 
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that it makes me wonder if a hormonal de- 
ficiency may not have played an important 
role in the production of such cutaneous reac- 
tions in soldiers taking atabrine over a period 
of months. 

COMMENT 


In this brief dissertation I have tried to 
increase your index of suspicion of the value 
of hormonal therapy in dermatology. I have 
previously called your attention to its value 
in hydroa aestivale and eczema solare;! today 
I have stressed its value in the eczematoid 
eruptions, urticaria and lichen planus-like 
eruptions. Our attention has repeatedly been 
called to its use in such conditions as kerato- 
derma climactericum, herpes gestationis, im- 
petigo herpetiformis, and lupus erythematosus. 
The literature in recent years has been volu- 
minous on the pros and cons of hormonal 
therapy in acne; in fact, one can find in the 
literature evidence to support almost any be- 
lief that he may hold. I have been most im- 
pressed by the favorable results reported in a 
series of 100 cases by Shaaban and associates® 
regarding its use in the treatment of eczema 
of the nipple and areola. Of 40 cases of lichen 
planus which I reviewed in the preparation of 
this paper, there were 22 females of average 
age of 39.5 years, 18 males of average age of 
41.2 years, and these ages parallel roughly 
those of the climacterics; a fact which I be- 
lieve justifies further thought before arrival 
at any definite conclusions. Of the 40 cases 
of urticaria of hormonal etiology reviewed, 
there were 33 females of average age of 37.5 
years, 7 males of average age of 51.2 years; a 
fact which shows the relative incidence of 
urticaria in men and women of the climac- 
teric age. In closing, I recommend that we 
study our patient from a medical as well as 
a dermatological standpoint, keeping in mind 
hormonal deficiencies. When such deficien- 
cies are found to exist, the judicious applica- 
tion of hormonal therapy will bring well- 
being to the patient and satisfaction to the 
physician. 
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DISCUSSION (Abstract) 


Dr. M. T. Van Studdiford, New Orleans, La.—Hor- 
mones and their production have held our interest, 
first, because of their relationship to acne, and myxe- 
dema; and later, since the advances made in separa- 
tion and production of products that are more or less 
specific in their action. 


Dr. Lancaster has combined the use of some of the 
hormones with his experience in diagnosis and therapy. 
His interest has centered on this work as his hobby, 
therefore, any phase he has overlooked has been be- 
yond his laboratory facilities. 


We should agree that there is not a 2 by 2, ora 
2 plus 3 method of solving all the problems that one 
encounters in treating one of the younger hydroa 
aestivale, the older herpes gestationis or the still older 
eczematoid, male or female, in the climacteric period. 
We must realize that before presenting these case his- 
tories, the author eliminated other entities; then he 
proceeded to apply his clinical knowledge of the action 
of the given hormones to the individuals. I am sure 
he does not want anyone to believe their applications 
are cure-alls, but he, though using larger doses than 
we use, does present valuable information collected 
first hand. 


One should be careful when trying substitution 
therapy to select the proper type of hormone using 
human derivatives when one wants a luteinizing effect 
or from the mare, if one wants a follicle stimulation. 
Lamb has used the equine gonadotropins in male 
light-sensitive eruptions with success. 


Those of the nummularneurodermatitis-like erup- 
tions are also of much interest. 


Dr. Clarence S. Livingood, Galveston, Tex.—We are 
indebted to Dr. Lancaster for his pioneer clinical in- 
vestigative work upon estrogenic therapy in the treat- 
ment of light sensitivity eruptions. All of us know 
that the three conditions which he has discussed to- 
day, namely: eczematoid dermatitis, urticaria, and 
lichen planus, are syndromes which may be due to 
many different etiologic factors. I am sure that Dr. 
Lancaster would be the first to emphasize that he is 
not proposing this therapeutic approach for the treat- 
ment of the majority of patients who have eczematoid 
dermatitis, urticaria, and lichen planus, and indeed I 
am sure that he is implying that such therapy will 
be useful and indicated only in a relatively small 
percentage of these patients. I have had more ex- 
perience with this approach in the treatment of women 
than in men, and I agree that it is a most useful 
addition to our therapeutic armamentarium for 2 
significant number of selected patients. 


Dr. Lancaster (closing)—1 regret that I have not the 
research facilities available either to prove or disprove 
my clinical observations. 
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EVALUATION OF THYROID IN THE 
TREATMENT OF STERILITY* 


By GarTH L. Jarvis, M.D. 
Galveston, Texas 


In the study of the sterile couple, we fre- 
quently find cases in which no demonstrable 
pathologic process is found. It is this group of 
patients who have been subjected to all forms 
of the so-called “hormone therapy.” This 
therapy has been very expensive and very dis- 
couraging to both the patient and the doctor 
in the majority of cases. The only therapy 
that universally seems to have given any form 
of success has been the use of thyroid. We 
know that in hypothyroidism marked changes 
from the normal menstrual cycle may occur. 
These changes may appear as metrorrhagia, 
menorrhagia, amenorrhea, dysmenorrhea, and 
soon. The use of thyroid in the treatment of 
these irregularities has proven very successful 
even though there is very little correlation 
between the basal metabolic rate and the 
menstrual disturbance. It is still hypothetical 
whether thyroid acts directly on the ovary or 
indirectly by the stimulation of the pituitary 
gland. 

Since the observation in 1930 that there 
was rise in the basal body temperature during 
the activity of the corpus luteum and the cor- 
relation of this with the anovulatory cycle in 
1938 and 1939 we have had a relatively simple 
method of observing the effect of any therapy 
on the menstrual cycle. It is true that there 
are exceptions to the correlation between 
basal body temperatures and endometrial 
findings, but for the most part these are 
minimal. Therefore, the use of basal body 
temperatures to determine the approximate 
time of ovulation is one of the most valuable 
procedures available to the average physician. 
Not every physician can have available a 
pathologist to diagnose endometrial biopsies, 
or an endocrinology laboratory to run special 
endocrine studies, but he can in a few min- 
utes teach the average patient to read a ther- 


—_—_ 


_*Read in Section on Gynecology, Southern Medical Associa- 
ine Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 


*From the Department of Obstetrics and Gynecology, Uni- 
versity of Texas Medical Branch, Galveston, Texas. 
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mometer and take her basal body tempera- 
ture. 

It is with the use of basal body temperatures 
that we have attempted to correlate the use 
of thyroid therapy in the treatment of the 
infertile or relatively infertile patient. As the 
sterile couples were examined we found many 
patients who, in the absence of any pathology 
of the genital tract, showed persistent anovula- 
tory cycles or a very inadequate progestin 
phase of the cycles. Many times this corre- 
lated with a low basal metabolic rate but 
many times the basal metabolic rate was 
within the range of zero to minus ten. 

We have found that the use of desiccated 
thyroid, sixty-five mg. daily, has given excel- 
lent results. The number of cases is too small 
to be offered as a statistical study but is worthy 
of discussion. Many of these patients within 
thirty to ninety days after the onset of therapy 
show a definite change in the basal tempera- 
ture curve with evidence of an adequate 
progestational phase of the cycle that can be 
proven by endometrial biopsies. A large per- 
centage of these patients when correctly in- 
structed as to the optimal time for coitus be- 
come pregnant. Most of these patients will 
carry the pregnancy to term. Some of them 
abort and later carry a pregnancy to term. 
Some have continued to give discouraging re- 
sults. 


THE INADEQUATE PROGESTIN PHASE 


In those patients who show an inadequate 
progestin phase, we find the basal tempera- 
ture curve shows a very gradual rise from the 
time of ovulation or approximate ovulation 
until the time of menses. The cause of sterility 
in these patients may very well be on the basis 
that the endometrium is not properly pre- 
pared for implantation even if fertilization 
should occur. 


Case A very well demonstrates the effect of 
thyroid on the improvement of progestational 
phase. 


This patient is twenty-six years old; was married in 
1945; and used contraceptive devices the first two 
years of marriage. The Rubin test, the Huhner and 
the hysterosalpingograms were reported as normal. 
The patient’s basal metabolic rate was reported as 
minus six. Basal body temperatures were started and 
continued for three cycles, all of which were reported 
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as showing “a very slow rise suggesting slow luteiniza- 
tion.” No therapy was recommended to this patient. 
In 1950 this patient reported to our clinic for further 
studies. In the absence of any physical abnormalities 
the patient was started on basal temperatures and en- 
couraged to keep an accurate record. 


Figure I. The top chart shows the temperature 
curve prior to thyroid therapy which suggests an in- 
adequate progestin phase. Desiccated thyroid, sixty- 
five mg. daily, was prescribed. The second month 
after treatment was started, the temperature curve 
shows what is apparently ovulation with an adequate 
progestin phase. The patient developed giant urticaria 
at the end of this month and, believing it was due to 
the thyroid, discontinued therapy without her physi- 
cian’s advice. 


Figure 2. This shows the effect on the basal 
temperature curve one and two months after discon- 
tinuing therapy. The first month there is a very slow 
rise in the curve indicating an inadequate progestin 
phase. The second month probably represents an 
anovulatory cycle. 


Figure 3. The patient was again started on thyroid. 
The first month the patient was given thirty-two 
mg. daily. Both curves probably show inadequate 
progestin phase although, with the sixty-five mg. daily, 
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the curve more nearly approaches a normal ovulatory 
cycle. The patient again discontinued the thyroid 
for two months because of nervousness. The effect 
on the temperature curve was much the same as in 
Figure 2. 


Figure 4. The patient again returned to the clinic 
at which time the use and effects of thyroid were ex- 
plained. It was decided to change brands of thyroid 
and to start with a low dosage and gradually to in- 
crease the dosage to sixty-five mg. daily. The first 
month the dosage was thirty-two mg. daily and the 
curve shows apparent slow luteinization. The dosage 
was increased to forty-eight mg. daily for two months 
and the curves show marked improvement in the 
progestin phase. This patient is now taking sixty-five 
mg. daily and is apparently having normal ovulatory 
cycles. 


ANOVULATORY CYCLES 


Many patients being studied with basal 
body temperatures fail to give any evidence 
of ovulation either in the temperature curve 
or with endometrial biopsies. 

Case B is used as an example of this type 
patient. 
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This twenty-seven-year-old white female has been 
married five years and first reported for study ap- 
proximately one year ago. Contraceptives had been 
used sporadically the first two years of marriage. No 
physical abnormalities were found. The basal me- 
tabolic rate was a minus eighteen. 

Figure 5. The first curve is typical of the cycles 
prior to any therapy. This probably represents an 
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anovulatory cycle. Thyroid, sixty-five mg. daily, was 
prescribed. Three months after this therapy was 
started the temperature curve demonstrates ovulation 
with an adequate progestin phase and on the forty- 
sixth day of the cycle a Friedman test was done and 
reported as positive. 


It is felt that Cases A and B are typical of 
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the results obtained with thyroid in many pa- 
tients. 
CONCLUSION 


(1) The basal body temperature curves are 
the most satisfactory method by which the 
average physician can evaluate the menstrual 
cycle for ovulation and adequate progesta- 
tional phase of the cycle. 

(2) Anovulatory cycles and cycles with an 
inadequate progestin phase may be present in 
patients with normal basal metabolic rates as 
well as in the hypothyroid patient. 

(3) Desiccated thyroid, sixty-five mg. daily, 
will correct the abnormalities of anovulatory 
cycles and inadequate luteinization in many 
patients. 

(4) Thyroid probably has no effect on pa- 
tients with sterility due to pituitary defects or 
with primary gonadal defects. 

(5) Further research into the effect of thy- 
roid and sterility is indicated. 


DISCUSSION (Abstract) 


Dr. H. Hudnall Ware, Jr., Richmond, Va.—The two 
patients whose temperature charts were presented 
seem to prove definitely that thyroid therapy did 
change the basal temperature curves during the time 
they received the medication. 

Dr. Jarvis’ observation that the progestin phase was 
adequate after thyroid therapy is certainly an impor- 
tant observation, and it may explain the increase in 
fertility often observed after thyroid therapy in pa- 
tients who seem to be entirely normal on physical 
examination, and who have basal rates such as minus 
5 to minus 20. 

Buxton and Vann at Sloane Hospital, in New York 
City, made the following observations on a group of 
sterility patients. Sixty-one patients received thyroid 
medication exclusively; 62 per cent of the patients 
with a primary complaint of hypomenorrhea were 
cured; 100 per cent of those with dysmenorrhea were 
cured; 85.7 per cent of the patients with a history of 
habitual or threatened abortions were carried to term 
and 39.4 per cent with a history of sterility conceived 
and carried their pregnancies to term. 

Israel at the University of Pennsylvania found that 
accurate basal body temperatures will often enable 
the physician to diagnose anovulatory cycles and he 
has confirmed this by histological examination of pre- 
menstrual endometrium. 

The late Dr. James Bloss of West Virginia, a former 
chairman of this section, was enthusiastic about the 
results of thyroid therapy in the treatment of sterility 
and published several papers on this subject. 


In the patients we see because of sterility, our best 
results are obtained in those who are normal except 
for a deficiency of thyroid. It is a recognized fact 
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that the basal metabolic rate is not always an accurate 
index as to the amount of thyroid a patient needs or 
can tolerate, and the patient’s response to the pre- 
scribed dose of thyroid as well as her basal metabolic 
rate must be evaluated in calculating the correct dose 
of thyroid for each patient. 


Dr. Herman I. Kantor, Dallas, Tex.—tn the field 
of sterility, evaluating the therapeutic effects of any 
medication must be done with the greatest of care. 
A large number of chance variables may tempt false 
conclusions. 


The use of the temperature graph alone as an index 
to ovulation, or to the development of a mature 
secretory phase of the endometrium (corpus luteum 
function) is most hazardous. The temperature graph 
is clinically a useful method, and in most patients will 
give fairly accurate results. However, when the graph 
is compared routinely with the endometrial biopsy 
taken in the immediate premenstrual phase, sharp 
discrepancies will occasionally be found. A_ biphasic 
graphic record in the face of a persistent proliferative 
endometrium has been noted by myself and others. 


Thyroid medication has earned a well deserved 
place in the treatment of the infertile couple. The 
effects of mild degrees of hypothyroidism on the re- 
productive function seem, at times, to be severe. How- 
ever, before attributing any changes to the action of 
the thyroid medication, the most careful and extensive 
studies must be carried out. 





OFFICE PROCEDURES IN 
ANESTHESIA* 


By Joun W. Winter, M.D. 
San Antonio, Texas 


In offices of physicians engaged in a similar 
type cf practice the number and types of 
surgical procedures vary in different com- 
munities and even in a given community. 
The need for office anesthesia will depend 
upon the amount of surgery done. Proficiency 
in administering a given anesthetic should 
be demanded regardless of the type of anes- 
thetic agent or technic to be employed. The 
choice of anesthesia for any surgical procedure 
should depend more upon the capabilities of 
the anesthetist than upon the convenience 
of the operator or preference of the patient. 
Whether it be an occasional, part-time or full- 
time anesthetist, he will probably be better 
trained in certain types of anesthesia than in 
others. The operator may himself be capable 
of doing many or all types of anesthesia, and 





*Read in Section on General Practice, Southern Medical & 
sociation, Forty-Fifth Annual Meeting, Dallas, Texas, November 
5-8, 1951. 
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therefore probably needs someone else only 
when his attention cannot be divided between 
anesthesia and surgery. 

Individualization of anesthesia to fit the 
patient in the office is more difficult and less 
necessary than in the hospital, because in the 
office surgery will usually be of a minor 
character and will require much less time. 
When choosing the anesthetic for a given 
case the advantages, disadvantages and contra- 
indications of all types of anesthesia should 
be considered and compared. Care must be 
exercised in the choice and administration of 
any and all anesthetics in order to decrease 
morbidity and mortality. 


Nearly all general practitioners find some 
use for regional anesthesia in their offices. In 
the opinion of the essayist much greater use 
could be made of this type of anesthesia. 
Among some of its advantages are: less prep- 
aration of the patient is required, recovery 
time is shortened, nursing care is reduced, less 
office space is consumed, body metabolism 
is little disturbed, the vital functions of res- 
piration and circulation are endangered least, 
and when administered by the operator the 
cost of medical care for the patient can be 
minimized. Accurate knowledge of anatomy, 
especially neuro-anatomy, and pharmacology 
of local anesthetic agents, as well as skill 
acquired from experience in performing 
block anesthesia are necessary for becoming 
an accomplished regional anesthetist. If one 
has had some experience, he can increase his 
ability by study and careful application of 
his present knowledge to try other types of 
blocks. Reviewing anatomy by dissection, and 
taking lessons from one already well versed 
in regional anesthesia, will speed one’s ac- 
complishments and cause a greater feeling of 
preparedness. Frequent reference to anatomi- 
cal charts and the writings by the masters of 
regional anesthesia is essential to help in- 
crease or retain one’s accomplishments. With 
the exception of paracentesis of the middle 
ear, and surgery upon children, nearly all 
office surgery can be adequately done with 
topical application, local infiltration, field 
blocks and regional block anesthesia. Pre- 
operative medication with narcotics, scopola- 
mine and the barbiturates tends to cause less 
apprehension, varying amounts of amnesia, 
less systemic reaction from the toxic effects 
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of the local anesthetic agents, and therefore 
greater satisfaction with the whole procedure. 
In selecting a local anesthetic drug, attention 
should be directed to some of the more popu- 
lar ones and some mention made of their 
pharmacology and toxicology. 

Procaine is considered the least toxic agent 
used for anesthesia by the injection method.1-7 
If not overheated during storage or for sterili- 
zation, it is usually satisfactory. There are 
several agents, however, which cause more 
complete anesthesia than procaine which are 
given varying approximate values of toxicity 
by different authors. Metycaine®!-7 is one of 
these. Its most recent value of toxicity com- 
pares very closely with procaine.? It is the 
agent that the essayist prefers for regional 
anesthesia. The percentage of solution used 
is ordinarily that given for procaine but it 
causes more complete anesthesia in a shorter 
period of time and lasts much longer. It is 
more resistant to heat. For caudal anesthesia 
1 per cent metycaine® is equivalent, if not 
superior in effects, to that secured by 2 per 
cent procaine. Metycaine® is an excellent 
topical agent and its use as such will no 
doubt grow. It is not recommended for spinal 
anesthesia by Mousel® and many others. It 
seems strange that metycaine® is not used by 
more regional anesthetists. 

Pontocaine® can be used in dilute solution 
for regional anesthesia.*® It causes anesthesia 
of longer duration than metycaine,® but anes- 
thesia is slower in onset. The essayist fre- 
quently adds pontocaine® to procaine solu- 
tions to increase the length of anesthesia 
while securing a rapid onset. 

Vasoconstrictors are frequently added to 
local anesthetic agents to cause slower absorp- 
tion, secure more prolonged anesthesia and 
decrease hemorrhage in the surrounding 
area.!-7 The two most commonly used are 
epinephrine and cobeferin.® There is appar- 
ently a variation in opinion as to optimum 
dilution of these agents. Lundy,? Mousel,® 
and Ruth* are among those interested in 
using the vasopressors in more dilute solu- 
tions. Anesthesia will last longer with dilu- 
tions of epinephrine of | to 200,000 than | to 
100,000. With dilutions of epinephrine of | 
to 300,000 or more, anesthesia will last nearly 
as long as with concentrations of below 1 to 
100,000. Cobeferin® is usually used in dilu- 
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tions of | to 40,000 up to | to 80,000.14 The 
toxicity of a local anesthetic agent depends 
upon its concentration in the blood stream at 
a given moment. Procaine or other local an- 
esthetic agents within the blood stream are 
several times more toxic if epinephrine is 
added.!° Epinephrine and cobeferin® are 
themselves capable of causing unpleasant re- 
actions. Cobeferin® in concentrations used 
causes less systemic effects. They both tend to 
raise the blood pressure, increase the cardiac 
rate and cause nervousness; therefore they 
must be used with considerable caution in 
patients with hypertension or hyperthy- 
roidism. Surgeons and dentists should use 
greater dilutions of epinephrine. The use of 
epinephrine or other vasoconstrictors in local 
anesthetics for ring blocks of the digits is not 
without danger of gangrene. For webb blocks, 
wrist blocks or ankle blocks in persons with 
marked arteriosclerosis or those having any 
symptoms or signs of Raynaud’s or Burger's 
disease, all vasoconstrictors should be omitted 
because gangrene is very apt to occur despite 
some opinion to the contrary. It is best to 
omit it in severe hypertensives or persons with 
previous apoplexy. 

Local anesthetics for topical application 
are used more in the offices of the eye, ear, 
nose and throat specialists. Cocaine, ponto- 
caine,® butyn® and metycaine® are among 
the agents most frequently used.'-7 Mety- 
caine® is the least toxic topical anesthetic 
agent. Cocaine has a greater local vasocon- 
strictor effect and causes more local drying. 
Pontocaine® is probably used more frequently 
for throat examinations and with more care- 
less abandon than the others. Hence the total 
mortality from its use in the United States 
probably exceeds that from cocaine. Intra- 
urethral injection of these drugs, except di- 
lute solutions of metycaine,® is extremely 
dangerous. Butyn® is popular in eye anes- 
thetization. In comparative strengths cocaine 
should cause less systemic toxic manifestations 
because it has a local vasoconstrictive action 
and is not absorbed as fast. However, cocaine 
is more likely to cause death due to what is 
termed idiosyncrasy.1 Toxic symptoms may 
occur with the use of any local anesthetic 
agent. 


Toxic manifestations may occur from: (1) 
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excessive dosage, (2) intravascular injections, 
especially with associated epinephrine, (3) 
unusually rapid absorption from a_ highly 
vascular or inflammatory area, (4) inability 
of the liver to destroy or inactivate the local 
anesthetic agent normally, and (5) hyper- 
susceptibility or idiosyncrasy. The signs and 
symptoms from this group of drugs usually 
have many things in common. Ruth‘ lists 
those from prqcaine in approximately their 
chronological order as follows: (1) pallor, 
(2) sweating, (3) coldness of the body surface, 
(4) disorientation, (5) nausea, (6) vomiting, 
(7) bradycardia, (8) decreased systolic blood 
pressure, (9) twitching of various groups of 
skeletal muscles, and (10) generalized con- 
vulsive seizures. Death may occur so quickly 
that few if any of these signs are seen. 

It is stated'®11 that two usual types of 
systemic reactions are seen: (1) those due to 
stimulation and then subsequent paralysis of 
the central nervous system, and (2) those due 
to cardiovascular collapse. Barbiturates pre- 
operatively tend to decrease the effects of 
these drugs upon the central nervous system 
markedly, and if convulsive seizures occur, 
intravenous barbiturates tend to control 
them.'-? Artificial respiration may be neces- 
sary with either type of reaction. In cardio- 
vascular collapse a vasopressor such as vasoxyl 
should be administered intravenously for low 
pressure, but if no pulse is palpated then by 
intracardiac injection. If no pulse can be felt 
within a couple of minutes epinephrine may 
be tried by intracardiac injection. Intra 
cardiac injection is stressed because it seems 
more feasible to try this method of resuscita- 
tion in an office than by thoracotomy for 
cardiac massage. Cardiovascular collapse may 
be due to ventricular fibrillation from which 
death will probably occur, or it may be due 
to extremely low pressure without a danger- 
ous arrhythmia from which recovery may be 
expected with adequate artificial respiration 
with oxygen.!! Intubation of the trachea may 
at times be indicated. 

An injectable barbiturate, equipment for 
artificial respiration and vasopressor drugs 
should be available in any office using topical, 
local or regional anesthesia. It is appalling 
how many severe reactions or deaths do occur 
in offices and still the operator does not avail 
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himself of needed equipment. One death can 
detract a great deal from many successful re- 
sults in similar cases. For persons who refuse 
regional anesthesia or in whom it does not 
seem the method of choice, we may think of 
intravenous pentothal® or some type of in- 
halation anesthetic or some combination of 
any of these. 


Intravenous pentothal® is one of the most 
pleasant methods of inducing unconscious- 
ness. The onset of anesthesia is rapid and 
remarkably free of disturbing dreams. Vomit- 
ing is rare and when it occurs it is usually 
due to other factors. When used for short 
periods of time quick recovery can be ex- 
pected. Small doses are tolerated well by the 
liver and kidneys. It is too easy to convince 
patients and surgeons that pentothal® is the 
agent of choice because its advantages are 
overemphasized. If the more frequent com- 
plications and contraindications are kept in 
mind, it will be used more wisely and prob- 
ably less often. “Just a little pentothal®” is 
an expression heard too often because induc- 
tion with pentothal® is fraught with grave 
dangers. Due to the ease with which the 
agent may be injected through a patent 
needle, markedly depressed respiration is fre- 
quent even to the point of apnea. The pa- 
tient’s natural airway is often found blocked 
after the onset of slumber, and artificial air- 
ways are poorly tolerated, whether oral or 
nasal, without previous cocainization. Laryn- 
gospasm is all too frequent and bronchospasm 
is occasionally encountered. Obstruction of 
the air passages above the larynx must usually 
be ruled out before the diagnosis of laryngo- 
spasm can be suspected, and both of these 
must be ruled out before the diagnosis of 
bronchospasm can be made. Respiratory ex- 
cursions are ordinarily so reduced with pento- 
thal® that mild and even severe obstruction 
may be overlooked until the patient is severely 
anoxic. Slocum!’ and Allen'* emphasize the 
fact that anoxia associated with pentothal® 
tends to have little effect upon the pulse and 
blood pressure and even respiration, until 
death is near. Lundy! has said that anes- 
thesia with pentothal® alone is not the same 
as pentothal® with oxygen or pentothal® 
with nitrous oxide and oxygen. The use of 
a moving anesthetic bag is also valuable as 
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a means of indicating the volume of respira- 
tion. Under pentothal® anesthesia the volume 
of respiration is frequently neglected or poorly 
estimated, and by using oxygen with a bag 
better oxygenation is assured. The addition 
of nitrous oxide decreases the total dosage of 
pentothal,® tends to reduce laryngospasm and 
shortens the period of recovery. The routine 
use of oxygen or nitrous oxide and oxygen 
would materially decrease the number of pa- 
tients dying during pentothal® anesthesia. 
Patients do not tend to vomit during or fol- 
lowing the administration of pentothal® as 
much as with one of the inhalation agents. 
However, an empty stomach is desired, be- 
cause vomiting is more disturbing than when 
associated with other anesthetic agents and 
laryngospasm is more severe. For a given 
depth of anesthesia the throat reflexes are 
not obtunded so fully, and in addition to this 
fact patients vomiting under pentothal® do 
not expel the vomitus as well as after other 
general anesthetic agents. 


Many of the contraindications to pento- 
thal® listed in literature are relative, but in 
the opinion of the essayist they assume greater 
importance in office practice. In a given case 
in which pentothal® is contraindicated other 
general anesthetics may also be contraindi- 
cated. It is preferable not to use pentothal® 
in the following: with the patient in the 
prone position; where there is apt to be food 
or liquid in the stomach; in the extremes of 
age; in severe toxemia; when there is or is 
likely to be obstructed respiration; where 
blood, pus or other dejecta will probably 
come in contact with the larynx; for work on 
or near the larynx, unless previous cocainiza- 
tion has been accomplished, or additional 
anesthetic agents are used; in a case suffering 
with cardiac decompensation; in a patient 
with respiratory embarrassment or with a 
severe productive cough; in a patient who has 
a history of doing poorly under pentothal® 
previously; in a patient who is vomiting; 
where there is an acute inflammatory swelling 
in the neck, especially if it is situated near 
the bifurcation of the carotid artery; in a 
patient who cannot open his mouth well; or 
in a state of shock. Premedication with atro- 
pine or scopolamine is essential to decrease 
mucus, laryngospasm and bronchospasm. 
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Among the inhalation agents most suited 
for office procedures are vinethene,® ether, 
nitrous oxide, ethylene and cyclopropane. 
For cases in a good state of nutrition and 
without liver or kidney disease vinethene® 
can be used for periods up to 20 minutes. 
With an empty stomach vomiting seldom 
occurs. Induction is rapid. There is a wide 
margin between the percentage of inhaled 
vinethene® necessary for anesthesia and the 
amount necessary to cause apnea. Recovery 
is rapid. It can be administered over a gauze 
sponge or an ordinary open drop ether mask. 
It can also be used with a machine, preferably 
supplementing nitrous oxide. It causes an ex- 
cess of mucus and atropine or scopolamine 
should be given before its use. It causes little 
disturbance of the heart, being safer in this 
respect than ether. 

Nitrous oxide or ethylene is of low po- 
tency and each works more smoothly if pre- 
medication with narcotics is given in large 
doses. In the office intravenous narcotics and 
scopolamine or atropine can be used, where 
less than 45 minutes can be allowed for the 
full effect of the hypodermic to occur. Heavy 
flows of these gases wash out-the nitrogen 
from the machine and patient and cause a 
more rapid onset of anesthesia. If there is 
rapid induction and a sufficient, depth of an- 
esthesia without severe anoxia, little vomiting 
will occur, especially if the stomach is empty. 
It might be well to mention that cyanosis oc- 
curs with less anoxia in the patient with an 
unusually high hemoglobin and may not oc- 
cur at all in the anemic, because it requires 
approximately 5 grams of reduced hemoglo- 
bin to cause cyanosis. Muscular twitching 
should be looked for throughout because 
anoxia causes twitching and then spasm. The 
hand is an excellent member of the body to 
observe. Rapid and frequent changes in oxy- 
gen content of the inhaled atmosphere in- 
crease the danger of nausea and vomiting, but 
it is best to give oxygen when in doubt as to 
the state of oxygenation of a given patient. 


Cyclopropane has a quick induction time 
but more prolonged recovery than the agents 
previously discussed. Respiration is more de- 
pressed and it requires a great deal of train- 
ing for the anesthetist to administer it as 
safely. Vomiting will occur in a high per- 
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centage but is not quite so great or so severe 
as with ether. It is so rapid in action and 
depresses respiration so much that artificial 
respiration will frequently be needed. More 
elaborate gas machines are usually used for 
its administration. The dosage of the nar- 
cotic for premedication should be much less 
than for other types of anesthesia. It should 
be given one to one and one-half hours before 
by hypodermic or otherwise intravenously, 
preferably seven minutes or more before in- 
duction. Cyclopropane is not used in a large 
percentage of office cases. The maintenance 
of an airway is important as anoxia is with- 
stood very poorly. 

Ether can be given by the drop method or 
along with nitrous oxide or ethylene. It can 
be used with cyclopropane, but in an office 
this would rarely be necessary, unless ether 
were added to cyclopropane to stimulate de- 
pressed respiration or correct arrhythmias. 
Premedication with scopolamine or atropine 
is preferable even in children. The dose of 
narcotic preoperatively should be moderately 
heavy. The patient’s airway must be observed, 
but the respiration is fuller than with the 
other agents discussed and is likely to sound 
more warning of obstruction. Vomiting oc- 
curs in the majority of cases and for longer 
periods of time. Patients who have had drop 
ether once abhor the idea of its repetition; 
so if considered safe, another type of anes- 
thesia should be used, if nothing more than 
vinethene® or nitrous oxide induction with 
ether being added for maintenance. A serious 
objection to its office use is the prolonged 
recovery period. There is a great margin of 
safety with ether due to two things: one is 
the increased amount necessary to cause med- 
ullary paralysis of respiration after the desired 
surgical plane is reached, and the other is due 
to the great difference in degree of blood 
stream saturation between paralysis of respi- 
ration and cardiac paralysis, provided suffi- 
cient oxygenation is maintained. Despite this, 
it is often advisable to add oxygen under the 
mask during drop ether or administer oxygen 
by mask from time to time, if anesthesia is 
too deep or the patient becomes cyanotic or 
pale. 

Proper airways, suction and oxygen app 
ratus are needed for all types of anesthesia. 
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It is advisable to know the condition of a 
patient at all times. The color and respira- 
tion are most important with all types of 
anesthesia. The color of any part that can 
be left uncovered, plus the color of the blood 
and the movement of the anesthetic bag 
should be noted continuously. The little 
finger, of the hand holding the chin, can be 
used to feel the external maxillary artery in 
the majority of adults. If this method cannot 
be used other arteries should be palpated 
every few seconds. The placing of a stetho- 
scope over the heart of a child, held with 
adhesive and kept in the ear of the anesthetist, 
is an excellent means of keeping up with 
cardiac and respiratory action, provided too 
much mucus is not allowed to accumulate. 
The anesthetist’s mind should be primarily on 
the vital functions of the patient. Prelimi- 
nary histories and physicals are important be- 
cause they are not of great value at post- 
mortem. The anesthetist must repeatedly re- 
mind himself that it is the anesthesia he is 
interested in and not the surgery. Successful 
anesthesia of any kind requires not only a 
certain amount of knowledge and experience, 
but also meticulous care of the patient. 


Spinal anesthesia has not been covered be- 
cause it is never used for office surgery in our 
practice. However, if certain types of emer- 
gencies were to be done in an office, it is 
easy to see that it might be the anesthesia of 
choice. Regional anesthesia for prognostic 
and therapeutic blocks has not been discussed. 
There has been a marked increased interest in 
blocks for pain and circulatory disturbance 
in the last decade. It would be valuable to 
any of you who are not using them to learn 
at least the easiest ones and their interpreta- 
tion. They can be made an interesting hobby. 
lt is in your offices that the greatest number 
of patients for such treatment are seen. 


Careful consideration must be exercised be- 
lore patients in shock are anesthetized or op- 
erated upon, except where adequate methods 
for treatment of shock or hemorrhage are 
lacking, or where hemorrhage is continuing 
at a pace faster than can be equaled by trans- 
fusion. Hospitalization is preferred if at all 
expedient. 

In good-risk cases being anesthetized with 
properly selected agents for short periods of 
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time, anoxia is the greatest cause of deteriora- 
tion of the patient’s condition. An obstructed 
airway is the usual cause. Nasopharyngeal, 
oral and endotracheal airways should be avail- 
able in all sizes and lengths. If these and the 
use of analeptics and antihistaminics do not 
quickly restore an adequate airway, recourse 
should be taken to a tracheotomy. A tra- 
cheotomy may be made use of in an emerg- 
ency and occasionally is necessary in a mod- 
ern operating room. Dilution of the in- 
haled atmosphere with other gases or vapors 
may decrease the percentage (or partial pres- 
sure) of oxygen to the point of not meeting 
the patient’s requirements for oxygen. After 
an airway or sufficient concentration of oxy- 
gen is established, it may be necessary to treat 
the patient for hypotension and take proper 
steps to remedy the anoxic insult to the brain. 
The repeated use of concentrated human 
serum albumin has been advocated along 
with high concentration of oxygen. It may be 
necessary to continue this treatment for sev- 
eral days. The concentrated human serum 
albumin supposedly decreases the edema of 
the brain and thus plays a part in increasing 
the chances of getting more circulation to the 
injured areas. Stellate ganglion blocks will 
also increase circulation to the brain and 
logically seem indicated. 


SUMMARY AND CONCLUSIONS 


For all anesthesia wherever administered, 
it is preferable to have oxygen for positive 
pressure, a suction apparatus and a table that 
can be used for Trendelenberg position. For 
regional anesthesia, it is wise to have an in- 
jectable barbiturate and several vasopressors 
handy. With inhalation anesthesia an endo- 
tracheal set, curare, the various analeptics, 
atropine, and prostigmine may be of value. 
The value of each anesthetic agent, the sev- 
eral pieces of apparatus and various drugs is 
determined by when and how they are ad- 
ministered. At times it may be necessary for 
the one administering an anesthetic to call in 
a bronchoscopist, cardiologist, or even another 
anesthetist for consultation or assistance, be- 
fore, during or after anesthesia. 

For the occasional anesthetist, visiting a 
full-time anesthetist, who is known to be a 
good instructor, for repeated short visits or 
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attending postgraduate short courses will be 
worth-while. The learning of blocks for anes- 
thesia or for prognostic and therapeutic pur- 
poses will be valuable and gratifying. Pre- 
vention of complications should ever be con- 
sidered. However, if they do occur, more 
satisfactory handling can be assured by certain 
recently advanced methods which should be 
a part of any anesthetist’s armamentarium. 
Anesthesia will improve if a greater demand 
is made for its improvement. 
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DISCUSSION (Abstract) 


Dr. Fred E. Woodson, Tulsa, Okla—For many years 
I have been extremely interested in anesthesia for the 
general practitioner and the doctor in the small com- 
munities who do not have access to the large hospitals 
and a well trained anesthetic staff. 


There are still thousands of operations done in the 
South by doctors in small communities and in small 
hospitals and many surgical procedures are carried out 
satisfactorily in the office. Anesthesia has played a 
great part in making this work available where it is 
needed. 


Emphasis has been given in the Section on Anes- 
thesiology in the Southern Medical Association, on the 
need of training by general practitioners and doctors 
in small communities, and efforts have been made 
at teaching centers to afford this postgraduate type of 
training. It is not possible for the specialty of anes- 
thesia to be carried out exclusively in small localities, 
therefore, this part of medicine has to be done on a 
part-time or as an aid to affording the patients the 
type of safe anesthetic they need. In the future, it 
will be the practice of the Section on Anesthesiology 
to bring to the Southern such advances in anesthesia 
as we feel may be used safely. 

Dr. Winters has brought to you many valuable sug- 
gestions as to agents that may be used safely in your 
office and in smaller hospitals. 
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PALLIATIVE TREATMENT OF 
PROSTATIC CANCER* 


By James B. Gianton, M.D. 
RAYMOND J. Fitzpatrick, M.D. 
Louis M. Orr, M.D. 
and 


JosepH C. Haywarp, M.D. 
Orlando, Florida 


Cancer of the prostate is considered the most 
common malignancy in men after the age of 
60 and probably occurs in 20 per cent of all 
men past that age. In routine autopsy studies 
six pathologists! found small latent foci of 
prostatic carcinomas in 14 to 46 per cent of 
men over 50 years of age. Also, 10 per cent of 
routine benign prostatic specimens, when re- 
checked and intensively examined, were found 
to be malignant. With the increase in life 
expectancy, all of us have become more re- 
spectful of this malignancy of the aged since, 
undoubtedly, its frequency will increase with 
longevity. 

The cause of cancer of the prostate is 
unknown although it would certainly ap- 
pear to be the result of some chemical or 
hormonal imbalance. Nesbit feels that 90 per 
cent of prostatic carcinomas originate in the 
posterior lobe. In 195 malignant prostates 
studied by Kahler,” localized areas of malig- 
nancy were found in 96 cases. Of these 96, 
six were located in the anterior lobe, 46 in the 
lateral lobes and 44 in the posterior lobe. Six- 
teen arose in areas of nodular hyperplasia. 
The lesion is slow growing and usually metas- 
tasizes late. For this reason carcinoma of the 
prostate is asymptomatic until extension be- 
yond the confines of the capsule, or distant 
spread, has occurred. 

The imperativeness of rectal examination 
cannot be overemphasized since digital pal- 
pation is the most valuable single diagnostic 
factor in detecting early cancer of the prostate. 
It has been estimated that one can accurately 
diagnose by rectal examination benign pros 
tatic hypertrophy in 96 per cent of the cases 
and carcinoma in 88 per cent. 

It is generally agreed that early prostatic 
carcinoma should be handled by radical pros- 
tatectomy. Patients between 70 and 75 years 





*Read in Section on Urology, Southern Medical Association, 
Forty-Fifth Annual Meeting, Dallas, Texas, November 5°, 
1951. 
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of age, whose life expectancy is only a few 
years, probably should not be subjected to 
radical prostatectomy for they do not tolerate 
the procedure well at this age. It has been 
estimated that only 5 to 10 per cent of pros- 
tatic carcinomas are diagnosed sufficiently 
early to be cured by radical surgery. This 
small percentage is the result of (1) the failure 
of early prostatic carcinoma to produce symp- 
toms, (2) the failure of the examiner to per- 
form periodic rectal examinations, and (3) 
the failure of male patients voluntarily to 
undergo periodic rectal examinations. 

Over one and a half centuries ago John 
Hunter observed that castration produced 
atrophy of the normal prostate gland and in 
the latter part of the nineteenth century 
White reported that castration was of benefit 
in 85 per cent of the patients with obstructive 
prostatism. However, it has been only in the 
past ten years that endocrine therapy of pros- 
tatic cancer has been introduced and de- 
veloped. 

The first reports of estrogenic management 
of prostatic carcinoma were made by Huggins 
and others in 1941. At about this time Munger 
used external radiation to decrease the an- 
drogen factors in the treatment of prostatic 
malignancy. In 1945 Herbst and Sauer intro- 
duced radiation of the pituitary and Huggins 
and Scott® observed the effect of removing the 
adrenal and pituitary in prostatic carcinoma. 

In some instances metastatic pain may be 
relieved by roentgen therapy. Mubry has re- 
cently located osseous lesions following the 
administration of gallium isotopes by utilizing 
small Geiger counters. Irradiated gallium has 
been successful in relieving pain due to bone 
metastasis in some cases. More recently Flocks 
has used radioactive gold, applying it directly 
into the malignant prostate. 

Vallet in 1944 reported the combined use 
of estrogenic hormone therapy followed by 
tadical prostatectomy. Also Scott and Benja- 
min reported two cases and Colston and Bren- 
dler* recommended its use in selected cases. 
Later Gutierrez® and more recently Scott and 
Parlow® have reported some excellent results 
from this combined therapy. By use of estro- 
gens and castration the inoperable carcinoma 
of the prostate may be changed to one which 
may be amenable to radical surgery. These 
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forms of treatment are too recent to evaluate 
and later reports will be awaited with interest. 


The control of the cancerous growth does 
not appear to be based entirely on a balance 
between androgens and estrogens. Certainly 
there are other contributory factors which, at 
present, are unknown. A very interesting ob- 
servation by Flocks, Harness, Tudor and Pren- 
dergast? has recently been made. One of their 
patients with prostatic carcinoma and bony 
metastasis had been markedly improved on 500 
mg. of stilbestrol daily. All medications were 
then discontinued for 35 days, following which 
daily doses of 25 mg. of testosterone propion- 
ate were given intramuscularly. The patient 
experienced severe clinical deterioration and 
testosterone was discontinued and stilbestrol 
instituted with slow but steady improvement. 
Eosinopenia was observed during the period 
of clinical failure and the first part of his 
recuperative phase. Coinciding with the clin- 
ical improvement, the eosinophil count re- 
turned to normal limits. All medications were 
again stopped and ACTH, 25 mg. every six 
hours for eight doses, was given. The patient 
continued to improve; however, there was 
observed a gradual decrease in the eosinophil 
count again, showing adrenal cortical stimu- 
lation. ACTH and testosterone both produced 
adrenal cortical stimulation as evidenced by 
eosinopenia; however, clinical deterioration 
occurred only in conjunction with androgen 
therapy. Other individuals do not present 
clinical failure to androgen therapy but re- 
main stable or may actually improve. 

Brendler, Chase and Scott® found that im- 
provement occurred in two out of three cases 
of hopeless prostatic carcinoma when testos- 
terone propionate pellets were used. They 
observed further that two patients with bony 
metastases experienced rather marked general 
improvement without evidence of increased 
bony destruction. Also testosterone did not 
appear to precipitate osseous metastasis in the 
individual who was initially free from such 
lesions. Serum acid phosphatase levels were 
further increased in the patients who had bone 
metastasis and no increase was observed in 
the patient initially free from metastases. 
This raises the interesting question as to why 
patients having the same apparent patho- 
logical disease evidence an entirely different 
response to the same types of therapy. 
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There are three main objectives in render- 
ing adequate palliative therapy. These are: 
(1) to obtain freedom in voiding, (2) mainte- 
nance of comfort and (3) an attempt to in- 
crease longevity. To accomplish these three 
objectives one must relieve vesical neck ob- 
struction, endeavor to control the spread of 
growth and render adequate supportive ther- 
apy. Some few groups recommend urethral 
catheter drainage in conjunction with castra- 
tion and estrogenic hormone therapy. They 
feel that after a period of time regression of 
the malignant tissue will enable the patient to 
void without difficulty. 


In our hands vesical neck obstruction has 
been more satisfactorily relieved by endoscopic 
resection. When an adequate resection is per- 
formed the results are gratifying and leave 
little to be desired. 

The control of growth and maintenance of 
comfort are managed by multiple variations 
of endocrine therapy. When the diagnosis is 
made the smallest dose of estrogen that pro- 
ctuces a favorable response is instituted and 
the dose is altered accordingly, the usual dose 
being 1 to 3 mg. daily. We formerly reserved 
castration as a trump card to be played when 
pain and/or osseous metastasis developed. 
More recently, however, we have practiced 
both estrogen therapy and castration at the 
time of diagnosis. From the very excellent sur- 
vey of Nesbit and Baum® it would appear to 
be more advantageous to practice the combi- 
nation of castration and estrogens at the time 
diagnosis is made. 

Estrogens produce an unfavorable response 
in approximately 10 per cent of patients with 
prostatic cancer. We are familiar with the car- 
cinogenic activity of estrogens in the develop- 
ment of carcinoma in the male breast. Gyne- 
comastia and genital edema, which may occur, 
are thought to be due to failure of the liver 
to metabolize estrogen. The first known chem- 
ical manifestations of estrogen intake are a 
decrease in the excretion of urinary calcium 
and a lowering of the serum acid phosphatase 
level. A decrease in these values precedes 
clinical improvement. 

Observation indicates that some patients 
may respond favorably to progesterone when 
estrogen is not tolerated or relapse has oc- 
curred. We have observed a patient with 
prostatic cancer with metastasis to the penis, 
who became refractory to estrogens. The ad- 
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ministration of progesterone afforded clinical 
improvement and freedom from pain for sey- 
eral weeks. 


Recently a patient was observed suffering 
with severe pain from metastatic cancer of the 
prostate. He had become refractory to estro- 
gens (Table 1). His medication was changed 
to testosterone propionate, 25 mg. intramuscu- 
larly daily for ten days. The second day his 
pain became quite severe and his condition 
became critical. The third day, however, his 
pain had decreased and he continued to show 
clinical improvement and actually exhibited 
a feeling of well-being. Coincident with his 
clinical failure with estrogens there was ob- 
served an eosinopenia (indicating adrenal 
cortical stimulation) which disappeared with 
his improvement. Following ten days of ther- 
apy with testosterone all medication was 
stopped for four days and then stilbestrol, 5 
mg. intramuscularly daily, was instituted. At 
the present time he continues to feel well. Did 
the course of androgens remove this patient's 
refractiveness to estrogens? How long will he 
continue to respond? Does this mean we may 
be able to change the estrogen refractory 
phase? 

One of the most important factors to an- 
alyze in inoperable carcinoma of the prostate 
is the patient’s age. Certainly life expectancy 
is greater today than ever before and as a result 
we are seeing more men with advanced cancer 
of the prostate (Graph 1). Life insurance 
charts show that life expectancy for a 75-year- 
old man is six years. Since the life span has 
been increased we are striving to afford the 
increasing number of patients afflicted with 
prostatic malignancy longer and more com- 
fortable survival periods. 

Actually, however, the survival time has 


been increased only slightly. Nesbit and 
Total 
Estro- Testos- Eosino- 

Days gen terone penia Pain 
1 25 mg. im. Moderate 
2 25 mg. im. Severe Severe 
3 25 mg. im. Mod. Mod.-Mild 
4 25 mg. im. Mild Min.-None 
5 25 mg. im. Mild No 
6 25 mg. im. Mild Ne 
7-10 25 mg. im. No No 

10-14 No No 

14- 5 mg. dly. No 
4.wks. 5 mg. dly. No 
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Plumb!® in 1946 revealed that in 795 un- 
treated prostatic carcinomas the average sur- 
vival from the time of diagnosis was 21.2 
months. Also, a series of 485 cases presented 
by Bumpus revealed a survival time of 31 
months. Survival at the present time, by util- 
ization of all forms of palliative therapy, has 
increased only an additional nine to 18 
months. This makes us wonder whether this 
is a real or an apparent increase of survival 
time since it would appear logical to assume 
that we are, undoubtedly, seeing our prostatic 
carcinomas earlier today than a few years ago. 
It is entirely possible that the increase in sur- 
vival time may be in direct proportion to the 
increased interest in geriatrics and improve- 
ment in general care of the aged. 

It is generally agreed that hormonal palli- 
ative control will give these patients a more 
comfortable existence during their remaining 
years and at times may lend them a sense of 
well-being. For the past several years we have 
made it a practice personally to inform each 
patient with prostatic cancer of the true nature 
of his disease. This has proved very gratify- 
ing in that the doctor-patient cooperation and 
teamwork are greatly strengthened. 


We have observed some 500 cases of inoper- 
able cancer of the prostate from 1938 to 1948. 
Adequate follow-up information in our hands 
has presented a real and difficult problem. 
Many of these people are transients and a sur- 
prisingly small number will respond to in- 
quiries by mail. We have only been able to 
collect sufficient follow-up information in 91 
patients (Table 2). The period of survival 
from the time of diagnosis varies from one to 
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120 months, the average survival being 35 
months. The average patient’s age at the time 
of diagnosis was 7014 years. The survival has 
been recorded in relation to the pathological 
grades in 52 cases of graded carcinomas and 
in 22 cases not graded (Table 3). The longest 
survivals were grade I and the shortest periods 
of survival were grade IV. The cases not 
graded, but histologically diagnosed as car- 
cinoma of the prostate, survived 30 months. 


A review of the literature and an analysis 
of our own cases of inoperable prostatic can- 
cer lends doubt as to whether we are actually 
increasing the time of survival. We should 
like to re-emphasize the fact that the average 
survival time in the untreated cases has been 
almost as long as in those receiving specific 
therapeutic measures. 

When determining the cause of death we 
are confronted with several problems. How 
many times do we see postmortem reports 
when the pathologist renders a final diagnosis 


SURVIVAL TIME OF INOPERABLE PROSTATIC 
CARCINOMA (91 CASES) 
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2 fre 3 
WI a araks o dg-use ein<aindi abvinte ee wR See 7 
ghee A ee rier eee apie tne 2 eee 5 by: 19 
Briss sR tsls rae veil wae baka ae ee 10 
I ie ois Bis ie aaa ane vec ei ae 9 
30-36 er b 
36-42 4 
GD i c5.95 3 
CO” ER ee SR ee er ee ee a q 
54-60 5 year line 3 
60-66 . 6 
Ee A eee oe ea ee ae 2 
72-84 3 

102-108 2 
108-120. . 3 
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Average Survival—35 mos. 
Average Age—70.5 yrs. 





TABLE 2 


SURVIVAL TIME IN RELATION TO PATHOLOGICAL 
GRADE (52 CASES) 


Grade Number of Cases Survival Months 
I 10 50 
Il 17 34 
Ill 23 39 
IV 2 4% 
Total 52 
Carcinoma not graded 
by pathologist 22 30 





TABLe 3 





1098 


of multiple pathological lesions? Oftentimes 
we are unable to determine the exact single 
cause of death since there are many associated 
diseases present in this older age group. It 
would then appear logical to assume that a 
large number of patients with cancer of the 
prostate die from lesions entirely separate and 
remote. We believe that many more people 
die with, rather than from, prostatic cancer. 
The average increase of survival time in 
treated cases has been only nine to 18 months. 
This increase, if true, is only very short and 
especially so when we realize that life ex- 
pectancy at the age of 99 years is six months. 
The vast improvements in food, housing, san- 
itation and general medical progress have been 
some of the main contributions in increasing 
the so-called normal life span. This overall 
increase of life expectancy is enjoyed not only 
in patients free of prostatic cancer but also 
those who are afflicted with the disease. 
The two series of untreated cases by Bumpus 
and Nesbit were composed of patients who 
lived several decades ago. We are led to as- 
sume that the normal life expectancy at that 


time was far less than at present. Therefore, | 


the few months of increased survival time that 
are attributed to palliative treatment may ac- 
tually be due to the increase of normal life 
expectancy. 

Specific palliative treatment does fulfill two 
of the three main objectives. Vesical neck ob- 
struction is relieved and pain is controlled, 
thus permitting these people a more comfort- 
able and useful existence. However, it would 
appear that the alleged increase in survival 
months may be due. to better standards of 
living and associated improvement of the gen- 
eral medical supportive measures. 


We wish, at the present time, to suggest the 
following palliative treatment for inoperable 
cancer of the prostate to afford the maximum 
comfort and possible increase in the survival 
time: 

(1) Immediate castration and institution of 
estrogen in its minimal effective dosage. 

(2) Relief of vesical neck obstruction by 
endoscopic resection. 

(3) Androgens may be used to advantage 


in some cases when estrogen refractiveness or 
relapse is encountered. 
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(4) Progesterone may at times be used sat- 
isfactorily when a poor response to estrogen 
is observed. 

(5) Last and most important, general med- 
ical supportive measures, which are very neces- 
sary in this age group and may be a major 
factor in further increasing the survival time. 
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DISCUSSION (Abstract) 


Dr. Edgar Burns, New Orleans, La.—In evaluating 
the results obtained from palliative treatment of pros- 
tatic carcinoma, consideration should first be given 


_ to the character of the invading lesion. In approxi- 


mately 80 per cent of cases, prostatic carcinoma will 
show some degree of cell differentiation and in the 
remaining 20 per cent a more rapidly growing and 
chiefly undifferentiated variety. Obviously, one would 
expect a more favorable response in patients with 
lower grades of malignancy, although notable excep- 
tions will occasionally be encountered in each group. 
The palliative measures outlined by the essayist are 
those widely used at present, although their method 
of application will vary somewhat in different medical 
centers. 


There are two points at which prostatic carcinoma 
may produce obstruction to the passage of urine. The 
first and most frequent is at the bladder neck. Little 
disagreement will be found among urologists that 
transurethral resection is the method of choice for 
removal of this obstruction and under adequate vision 
the prostatic urethra can be reconverted into a normal 
looking and normally functioning canal. All patients 
with complete obstruction at the bladder neck and 
the majority of those with any appreciable residual 
urine should have the obstructing tissue removed with- 
out waiting for the somewhat indefinite response to 
measures designed to shrink the tumor. 


The second point of obstruction is at the terminal 
portion of the ureters and results from extension of 
the tumor up into the region of the seminal vesicles 
so that it is encountered chiefly in the later stages of 
the disease. It may occasionally be found in patients 
in whom bladder neck obstruction has not developed 
and constitutes one of the many reasons for com- 
pletely studying the genito-urinary tract in an attempt 
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to evaluate the status of patients with prostatic car- 
cinoma. 

The discomfort produced by prostatic carcinoma 
has two sites of origin: (1) that which radiates from 
bladder neck obstruction and (2) that which results 
from distant metastatic lesions, that is, pressure on 
nerve roots by involved lymph nodes and pain orig- 
inating from bony lesions with involvement of joint 
surfaces. Adequate transurethral resection will relieve 
the discomfort that originates from bladder neck ob- 
struction. Pain produced by metastatic lesions will 
show some degree of response to hormone therapy in 
approximately 80 per cent of cases corresponding 
chiefly to the group that shows some degree of cell 
differentiation. At present we believe that castration 
should be performed as a primary procedure as soon 
as the diagnosis of prostatic carcinoma is confirmed 
and that a maintenance dose of female sex hormone 
should be employed postoperatively. We agree with 
the viewpoint that the smallest effective dose should 
be used. Larger doses will frequently produce indiges- 
tion and interfere with proper assimilation of food. 
Inadequate nourishment combined with malignant 
disease will frequently start patients in this age group 
on a downward course from which they do not turn 
back. 

During the past three years we have treated a num- 
ber of patients with massive doses of stilbestrol (as 
much as 600 mg. daily intramuscularly) and have not 
been impressed by any advantage gained from it. 
There may be an occasional exception. 

At the present time we are using cortisone in ad- 
vanced cases which have become refractory to stil- 
bestrol. There has been almost complete relief of 
discomfort in some of these. We have usually given 
30 mg. three times daily. Larger amounts may produce 
cardiovascular symptoms in this age group and potas- 
sium should be administered along with it because of 
its tendency to produce calcium deficiency. 

Radioactive gold, being used by Flocks at the Uni- 
versity of Iowa, may produce results not obtained from 
any other palliative measure. It should not be used 
in early cases in which cure might be obtained by 
radical excision and it is not advised in cases in which 
metastatic lesions, chiefly to bones and lungs, can be 
demonstrated. It is applicable to those cases in which 
the lesion is confined to the region of the prostate 
and seminal vesicles, which represents about 55 per 
cent of all cases. 


During a recent visit to Dr. Flock’s service, I had 
a opportunity to examine several patients to whom 
this method had been applied, including the first case 
treated seven months ago. The response on the part 
of the tumor appears to be greater than that obtained 
from any other agent applied to advanced prostatic 
carcinoma. Further experience will be necessary and 
more time will have to elapse before any conclusions 
tan be drawn as to its long-term palliative effect or 
whether or not cures may be obtained. 
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FRACTURES OF THE FACE* 


By JosepH A. BucHIGNANI, M.D. 
Memphis, Tennessee 


Possibly the most sadly neglected group of 
fractures in the present age is that which 
concerns the facial bones. There appears to 
be a tendency to procrastinate until healing 
of the fractured areas occurs, even though 
there may be mal-approximation; the idea 
being that plastic surgery may be employed 
later in an attempt to produce a satisfactory 
functional and cosmetic result. It may be 
true that plastic procedures at a later date are 
productive of competent reduction without 
deformity, but it must be admitted that any 
surgical procedure will offer much more 
promise of attainment if unnecessary obstacles 
are not allowed to intervene. 

In facial fractures, the sooner reduction is 
attempted, the more likely the possibility of 
an excellent result. 

As in all surgical procedures, the gravity of 
the trauma must be weighed against the 
physical condition of the patient. The ma- 
jority of these fractures occur: (1) from vehic- 
ular accidents; (2) manually and (3) from 
falls, quantitatively in the order men- 
tioned. In the first group, there is usually 
a certain degree of shock which must be con- 
sidered. In the second group there may be no 
systemic shock, but acute alcoholism should 
be in mind. In the third group, when ice or 
snow is not a factor and when the patient is 
elderly, the general physical condition must 
be respected. 

The bony configuration of the face is so 
designed that because of the architectural 
arches, it is able to withstand a much greater 
degree of sudden pressure than would a flat 
bony plate of the same thickness. However, 
when these archlike prominences are exposed 
to a sudden change in position, the degree 
of which may be expressed as velocity times 
distance from stationary body, there is a mam- 
moth impact upon them, and usually as a 
result, there is a varied degree of comminu- 
tion of the bony structure. 





*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Associaiton, Forty-Fifth Annual Meeting, 
Dallas, Texas, November 5-8, 1951. 
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FRACTURES OF THE MAXILLA 


The simplest method of reduction of frac- 
tures of the maxilla is by an approach similar 
to a Caldwell-Luc incision. Prior to surgery, 
roentgenograms should be taken. The view 
that demonstrates most clearly any fracture 
that might be present is an exaggerated Wa- 
ter’s. 

This demonstrates what are described as 
the A and B lines. The A line represents the 
attachment of the orbital rim to the skull 
and the B line, the orbital rim itself. Dis- 
placement of the B line is indicative of a frac- 
ture. Cloudiness of the antrum is also per- 
tinent. 


After the incision, if there are any portions 
of comminuted bone present, they should be 
removed. If the fracture happens to be in 
the superior portion of the maxilla, it will 
then be necessary to use a drill, preferably an 
electric one, and with a biopsy punch point 
remove a section of bone in order that the 
antrum may be entered. A roll of one inch 
bandage is inserted inch by inch into the 
antral cavity and packed tightly. In most in- 
stances, pressure on the packing will suffice 
to reduce the fracture, unless it is old. In 
that case, a heavy curved steel instrument 
must be used. When the fragments have been 
reduced or when they have been loosened suf- 
ficiently to be held in place with light pres- 
sure, a rubber balloon is inserted. 


Through the antrostomy opening, and by 
direct vision at the alveolar opening, a Coak- 
ley curette is inserted. 


The balloon used is made of specially con- 
structed rubber, to which has been cemented 
a strip of rubber tubing about four inches 
long. The tube end of the balloon is inserted 
into the antral cavity, and slipped through 
the eyelet of the Coakley curette. 


Withdrawal of the curette from the nose 
brings the tube of the balloon out of the 
nostril. 


The tube is further extended out of the 
nostril until the balloon is entirely in the 
antral cavity. 


Before inflation, the balloon is completely 
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removed through the nostril so that one may 
be sure the antrostomy opening is large 
enough for removal to be accomplished after 
healing of the fracture. The same routine of 
insertion is repeated, the balloon is then filled 
with iodized oil or some other radiopaque 
solution, under pressure sufficient to maintain 
proper approximation of the fragments. The 
buccal incision is then closed with black silk 
sutures. The ends of the sutures are left long 
enough so that they extend almost to the 
occlusal edge of the teeth to facilitate removal. 


Pre- and postoperative roentgenograms 
demonstrate a fractured maxilla and the view 
after reduction with a balloon in the antral 
cavity. 

Diagnosis of zygomatic fractures may be 
made by x-ray, manually, and visually, by the 
palpation and visualization of dimpling at 
the site of the fracture. 


Reduction may be accomplished by one of 
three procedures. 


Unless roentgenograms demonstrate a com- 
minution, a heavy towel clip may be used, 
and by manual force, elevation of the arch by 
insertion of the points of the clip through the 
skin, grasping of the bone and exertion of 
lateral pressure, reduction may be accom- 
plished. 


If one is unable to reduce the fracture in 
this fashion, a Caldwell-Luc incision is made, 
and a flat non-malleable steel instrument in- 
troduced extending over the facial bone and 
under the zygomatic arch, using the upper 
alveolus as a fulcrum, in an attempt to restore 
the natural position of the bone. 


If there is failure in these procedures, it 
becomes necessary to employ an external ap- 
proach. 


If there appears to be no comminution, in- 
cision is made in the temporal region, an in- 
strument is inserted under the zygomatic arch 
and the bone snapped back in position. In 
some cases, usually because of comminution, 
it becomes necessary to stabilize the fractured 
fragments. 


Incision is made over the site of the fracture; 
holes are then bored into the approximating 
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edges of the bone and a stainless steel wire is 
inserted. This may be left permanently, or 
used as a slip loop, and brought down under 
the soft tissues of the face by the use of an 
autopsy needle and attached to a molar tooth. 


In an edentulous person, the wire may be 
inserted through the upper alveolus; and 
later removed. The same technic may be em- 
ployed with the zygoma. 


MANDIBULAR FRACTURES 


Mandibular fractures in dentulous persons 
normally do not present a magnificent prob- 
lem. The primary project is to know where 
the fractures exist and during the procedure 
of reduction to have in mind the fact that 
good dental occlusion is of utmost importance, 
even more so than good cosmetic results. 
However, the two run hand in hand. 


The most satisfactory results we have found 
have been obtained by the application of a 
“Winter fracture splint,” which is composed 
of a very strong yet malleable metal, which is 
rust proof and non-irritating. 

It is frequently necessary to use general 
anesthesia for the wiring procedure, and it is 
suggested that in any fracture in which there 
may be displacement of the fragments, unless 
there are contraindications, the combination 
of thiopental sodium, for anesthesia, and 
curare, for muscular paralysis, be used. 


The average initial dosage is approximately 
1/8 gram of thiopental sodium with ten to 
fifteen units of curare according to the weight 
of the patient. —The curare maintains its ac- 
tivity for between fifteen and twenty minutes. 
The thiopental is used in a 2 per cent solu- 
tion, and both thiopental and curare are ad- 
ministered following induction as necessary 
to maintain desired anesthesia and paralysis. 


After anesthesia has been induced, the 
procedure in most instances becomes mechani- 
cal rather than surgical. It resolves itself 
into the proper application of the “Winter 
splint.” 

Number 24 to 26 stainless steel wire may 
beused. Strips of wire are cut approximately 
in four-inch lengths. These are then doubled 
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upon themselves and twisted so as to leave a 
small loop large enough to permit the passage 
of an object the size of a toothpick. The dis- 
tal or loose ends of the wire are then straight- 
ened. 

Since undue trauma to tissue is not desired, 
a piece of dental floss is slipped through the 
loop in the twisted wire; the floss is then run 
between the teeth in the customary manner 
and the blunt or twisted end of the wire is 
pulled through the interproximal (inter- 
dental) spaces, in the direction of the oral 
cavity. 

The procedure is then reversed and the 
floss is placed on the opposite side of the 
same tooth and when in position the blunt 
looped end of the wire is pulled externally. 

Wires are placed on whatever usable teeth 
that are necessary. 

The “Winter splint” is molded to fit the 
alveolar arch and any excess is cut off. The 
splint is then placed over the teeth with one 
wire of each individual interproximal brace 
being placed above and one below the splint. 
One of the wires is run through the loop to 
join the other. These are twisted in a clock- 
wise fashion with round. nosed pliers until 
stabilization has been reached. The excess is 
cut, leaving enough that the tip may be bent 
backwards to leave no sharp protuberances 
toward the lip, for they may be a source of 
constant annoyance to the patient. While the 
patient is still under anesthesia, any manual 
reduction that may be necessary should be 
employed, the desire being to obtain maximal 
occlusion. 

Not until the patient has fully recovered 
from his anesthesia and likelihood of nausea 
is unsuspected, should the elastic bands to 
maintain occlusion be applied. 

Elastic bands are employed rather than rigid 
material for several reasons. 


(1) There is enough tension to maintain 
occlusion once it has been accomplished. 

(2) Occlusion may be obtained by the au- 
tomatic tension of the bands after application. 


(3) In case of emergency, such as vomiting 
or some obstruction to respiration, nothing 


1102 


more than a pocket knife, scissors, or even a 
razor blade is necessary to sever them and 
replacement is simple and a matter of min- 
utes. 

Occlusion with intermaxillary wiring must 
be maintained for a period of four to six 
weeks. Of late, we have tended to gravitate 
closer to the four-week schedule. 

During this period, the patient must be 
instructed concerning the care of his gums, 
mouth and teeth. After each feeding, he 
should wash his mouth with a solution of 
peroxide half strength. This is primarily for 
the mechanical removal of particles of food 
that might remain in the dental interstices. 
Following the peroxide, the gums should be 
painted with an antiseptic solution such as 
tincture of merthiolate.® 

Every patient with acute fracture of any 
part of the face should receive one ampule 
of calcium gluconate (1 gram in 10 cc.) intra- 
venously, and one ampule of parathyroid 
extract (100 U. S. P. units) subcutaneously 
daily for five days in an effort to reduce or 
prevent the edema and ecchymosis that may 
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result from trauma. Ice compresses are val- 
uable for relief of pain and swelling. Penicil- 
lin therapy may be used prophylactically or 
therapeutically if the patient is not sensitive 
to penicillin. It is wise to use a skin test in 
the mandibular fractures, because angio. 
neurotic edema which could result, would 
prove most embarassing in a case in which the 
alveoli were wired together. 

The patient should be encouraged to be up 
and about the first postoperative day if his 
general condition permits. 

With the alveoli in approximation, the diet 
becomes of primary importance. Any pureed 
vegetables and ground meats with beef broth, 
cream and eggnogs or any semi-solid food 
that may pass around the patient’s teeth, 
should be administered to him every two to 
three hours. 

A summation of the proper care of facial 
fractures may be: (1) Essence of patience, (2) 
Tincture of time, (3) Exuberation of imagi- 
nation, and (4) the proper application of the 
aforesaid medication. 
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MIAMI MEETING 


The complete program of the forty-sixth 
annual meeting of the Association was pub- 
lished in the October JouRNAL, and the But- 
LeTIN mailed October 8 throughout South- 
ern Medical and contiguous territory also con- 
tained all information upon it. The twenty- 
one sections and four conjoint meetings will 
present a well balanced exposition of the 
clinical progress of 1952. 

The meeting opens officially on Monday 
morning November 10 when Dr. Robert J. 
Wilkinson, of Huntington, West Virginia, 
will give his presidential address. Section 
meetings will begin Monday afternoon and 
tun through Thursday. The location of all 
meetings and exhibits will be in downtown 
Miami. Exhibits, registration, motion pic- 
tures and some section meetings will be in 
the Municipal Auditorium in Bayfront Park. 

Among subjects which catch the eye of one 
who reads through the program are a sym- 
posium and panel on alcoholism; a new con- 
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cept of infant feeding; pulmonary insuffici- 
encies of the newborn period; several aspects 
of the degenerative diseases including their 
nutritional relationships, effects in industry, 
complications of diabetes including capillary 
complications; the emotionally handicapped 
in industry; chemotherapy in tuberculosis; 
carcinoma of the pancreas and acute pancre- 
atitis; gastric ulcer from several standpoints; 
recognition and care of early scoliosis; a pyelo- 
gram clinic; an experiment in foot health; 
seminar and panel discussion on peripheral 
vascular surgery; thyroid effect on ovarian 
function; iron metabolism in the anemias of 
pregnancy; fetal mortality in cesarean section; 
present day management of syphilis; and in 
the Section on Medical Education a panel 
discussion on general practice and a panel 
discussion on internships. There are many 
other subjects which are attractive depending 
upon one’s interests. The specialist will find 
work among his peers, and the many different 
specialists gathered together for a few brief 
days will round out the different viewpoints 
entailed by the different problems and meth- 
ods of attack of each. 

The medical movies will be very informa- 
tive and the scientific and technical exhibits 
as usual will be an education in themselves. 

Florida has very successfully advertised it- 
self as an all year resort. Its climate will be 
found enjoyable every month of the year. 
Southern Medical members will be happy to 
be there again for the fourth time. The Dade 
County hosts are experienced, hospitable, and 
skilled in the making of convention plans. 





BURNS AND A NEW VASO- 
CONSTRICTOR 


The cold war is growing warmer, and to 
some extent recalls the history of the war in 
Spain and the “phony” period of the first 
World War. Atomic weapons are increasing 
in variety and deadliness, and it is certain 
that this is true in hostile countries as well 
as among the United Nations group. The 
great problem of the next war, which will 
come soon unless measures to avert it are 
thought of which have not been offered here- 
tofore, will be mass burning of the civilian 
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population from atomic blasts. In the June 
JourRNAL appeared a discussion of the prob- 
lem, and description of routine measures to be 
used in the event of the bombing of a city.* 

The treatment of burns of all kinds, the 
usual fire burns, scaldings, and x-ray and 
atomic ray burns is probably similar. Meas- 
ures which increase the survival rate of x-radi- 
ated animals should benefit the therapy of 
accidental burns of peace time, or atomic 
burns of a future war. A great complication 
of all burns is shock and fall of blood pres- 
sure. For this, numerous methods of treat- 
ment have been suggested, fluid replacement 
with saline, plasma and plasma substitutes 
being of course the first thought. Certain 
medicaments are used for their specific vaso- 
constrictor effects. One of the most recently 
investigated is serotonin, a potent naturally 
occurring vasoconstrictor prepared from blood 
platelets? This is a remarkably active new 
biologic material. 

The existence in the blood of a potent 
blood pressure raising substance has been re- 
ported many times since 1868. Rapport, in 
1948 was able to concentrate an active crystal- 
line vasoconstrictor from beef serum. He 
proved it to be a mixed salt, with an indole 
base which he called serotonin and to which 
he gave a formula.2, A compound of this 
formula was synthesized in 1951 by Speeter, 
Heinzelmann, and Weisblat,? working in the 
laboratories of the Upjohn Company. The 
synthetic substance prepared by them pro- 
duces an increase in blood pressure and con- 
traction of the intestinal smooth muscle, like 
the natural product. It is the first evidence, 
they say, of a 5-hydroxy indole ring system in 
the mammalian organism. 

Gray, Tew, and Jenson,? at the Army 
Medical Research Laboratories in Fort Knox, 
have studied the effect of pretreating rats 
with this material just before exposing them 
to a lethal dose of total body x-radiation, to 
determine whether they might increase the 
survival time. 





1. Hayes, B. W.: Treatment of Mass Burns. Sou. Med. J., 
45:545 (June) 1952. 

2. Speeter, M. E.; Heinzelmann, R. V.; and Weisblat, D. 1.: 
Synthesis of the Blood Serum Vasoconstrictor Principle 
ge Creatinine Sulfate. J. Amer. Chem. Soc., 73: 
5514, a 

$. Gray, John L.; Tew, John T.; and Jensen, H.: Protective 
Effect of Serotonin and of Para-Ami ioph 





Against Lethal Doses of X-Radiation. Proc. Soc. Exper. 
Biol. and Med., 80:604 (Aug.-Sept.) 1952. 
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If sufficient serotonin was administered five 
minutes before exposure, 20 mg. per kg. being 
the successful dose, the survival rate for a 
given period was markedly increased. Ninety- 
seven per cent of the serotonin-treated sur- 
vived as compared with 6 per cent of the con- 
trols. The protective effect was believed to 
lie in the vasoconstrictor property. They sug- 
gest that serotonin produces a transient tissue 
anoxia like that from epinephrine. 

This potent substance, when available in 
quantity, will perhaps take an important place 
in treatment of burns and shock. 





ACTH AND THE STOMACH 


Commonly reported complications of pro- 
longed ACTH and cortisone therapy are moon 
face, acne, hirsutism and Cushing’s syndrome. 
Also reported in an occasional case by most 
all clinics which use the materials extensively, 
are exacerbation and perforation of quiescent 
gastric and duodenal ulcer, and massive gas- 
tric hemorrhage.! 2 % 

Gray and associates! in Boston last year 
noted that if ACTH is given to normal adults 
for one to three weeks the secretion of free 
hydrochloric acid and pepsin of the stomach 
juice is greatly increased. Among the in- 
dividuals to whom they administered it, these 
substances rose from 200 to 300 per cent, and 
fell promptly after the hormone administra- 
tion was stopped. The volume of gastric se- 
cretion was not increased, but the concentra- 
tion of these active substances. Uropepsin, a 
measure of gastric secretion of pepsin, in- 
creased in the urine as ACTH was given, and 
the patient with an active ulcer, according to 
the Boston group, excretes an_ increased 
amount of uropepsin. Gastric ulcer, they say, 
is an important part of the alarm reaction, and 
repeated administration of ACTH simulates 
the condition of chronic stress. They suggest 
that x-ray examination of the stomach should 
be done before prolonged ACTH or cortisone 





1. Gray, Seymour J.; Benson, J. A.; Reifenstein, R. W.; and 
Spira, H. M.: Chronic Stress and Peptic Ulcer: I. Effect 
of Corticotropin (ACTH) and Cortisone on Gastric Se- 
cretion. J.A.M.A., 147:1529 (Dec. 15) 1951. 

2. Freyberg, R. H.; Traeger, C. H.; Patterson, M.; Squires, 
W.; Adams, C. H.; and Stevenson, C.: Problems of Pro- 
lon Cortisone Treatment for Rheumatoid Arthritis. 
J.A.M.A., 147:1538, 1951. 

3. Burbank, C. B.; and Toe, B. B.: 
Acute Perforation of Peptic Ulcers at the 


Recent Experience with 

Massachusetts 
a Hospital. New Eng. J. Med., 247:424 (Sept. 18) 
1952. 
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administration, and that antacids should be 
administered during this therapy. 

This greatly increased output of acid, and 
general stimulation or engorgement of the 
stomach secreting cells, no doubt provides a 
mechanism for the ulcer perforation and gas- 
tric hemorrhage which may follow prolonged 
ACTH therapy. The gastric effect of these 
hormones are the most important physiologi- 
cal observations reported since the discovery 
that they are capable of bringing about re- 
missions of severe rheumatoid arthritis. 

Recognition of the specific stimulating ef- 
fect of ACTH and cortisone upon the stomach 
may provide some help in understanding of 
pernicious anemia and the clinical achlor- 
hydrias. It should be kept in mind not only 
during the therapy of rheumatoid arthritis 
and other chronic diseases in which these hor- 
mones are employed, but as a probable part of 
the pathological background of gastric and 
duodenal ulcer. If they may cause exacerbation 
of a quiescent ulcer, and if the regular effect 
upon a normal stomach is to increase its out- 
put of free acid and pepsin, then the reverse 
should be true. Increased adrenal activity 
probably accompanies or precedes clinical 
ulcer, and ulcer therapy should include at- 
tempts to decrease the activity of the adrenal 
cortex. 


Repeated estimations of the pepsin and 
free hydrochloric acid output of the stomach 
would then assume an increased importance 
in ulcer therapy. They may be ascertained 
from urinalysis: pepsin by estimating the daily 
output of uropepsin; and free hydrochloric 
by the technic advocated by Bloomfield! of 
administering quininium resin my mouth and 
determining it in the urine. A rise or fall of 
these urinary indicators of gastric secretion 
should give valuable information upon the 
level of adrenal cortical activity, as well as 
the clinical healing or progress of an ulcer. 

A physiological method of reducing cortical 
secretion directly or blocking the anterior 
pituitary stimulator ACTH, should reduce 
gastric secretion and the urinary output of 
the above substances. 


The suppression of menstruation which 


_— 


1. Bloomfield, Arthur L.: Untoward Effects on the Stomach 
of Corticotropin and Cortisone. Arch. Int. Med., 90:281 
(Sept. 18) 1952. 
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often occurs during cortisone therapy would 
suggest an antagonism of cortisone to ovarian 
secretion, an ovary depressing effect. Whether 
any change in gastric free acid or pepsin fol- 
lows administration of gonadal hormones in 
normal or ulcer patients would be of interest.. 
If one of the gonadal products were shown to 
depress gastric activity as shown by urinalysis, 
it would suggest a depressing effect of gonadal 
hormones upon cortisone output. In the dis- 
covery of a substance capable of reducing the 
secretion of cortisone may lie the clue to 
control of ulcer, which from this recent work 
would appear to be an endocrine disturbance. 
The stimulating effect of ACTH and cor- 
tisone upon the gastric secretory cells is a 
vital one to recall whenever these products 
are administered; and also whenever a stomach 
disorder is treated. The interrelationships of 
adrenal cortical and gastric function should 
open up a new field for gastroenterology. 





TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1927 


Suppressing Quackery in California.1i—By the will 
of the late Dr. Morris Herzstein, the California Medical 
Association was bequeathed $20,000 to be used in the 
“suppression of quackery in the practice of medicine.” 
The California Medical Association acknowledges with 
gratitude the gift and the trust reposed in it. 

Treatment of Gonorrhea with Live Gonococci.2— 
From the pus of a patient . . . with acute gonorrhea, 
a pure culture is made on ascites-blood-agar. . . . It is 
important for the therapeutic efficacy that the gono- 
cocci be isolated quickly and pass back into the human 
body after twenty-four to forty-eight hours on the 
artificial medium. The longer they live on the culture 
medium, the more they lose their therapeutic effici- 
ency. The germs . . . are washed off in . . . physio- 
logic saline. This suspension . . . is injected subcu- 
taneously into the upper arm . . . the complete dis- 
appearance of all gonococci usually is achieved within 
from eight to fourteen days after injection. . . . Loeser 
has treated 118 women suffering from chronic gon- 
orrheal processes with the injection of live gonococci. 
Of these, sixty-eight were cured with a single injection 
and five others with two and three injections. They 
had all been unsuccessfully treated in various ways, 
either with vaccines or locally. 





1. Medical News, California. J.A.M.A., 89:2267 (Dec.) 1927. 

2. Loeser, A. (Berlin): Cure of Chronic Gonorrhea in Fe- 
male by a Single Subcutaneous Injection of Live Gonococci. 
Amer. J. Obst. and Gyn., 14:329, 1927. Abst. J.A.M.A., 
89:1809, 1927. 
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Book Reviews 





Basic Principles of Cancer Practice. A Book on Diag- 
nosis, Prognosis, and Treatment of Human Neo- 
plasms for the General Practitioner and Medical 
Student. By Anderson Nettleship, M.D., F.C.A.P., 
Professor of Pathology, University of Arkansas 
School of Medicine; Pathologist-in-Chief, University 
Hospitals, Little Rock, Arkansas. 398 pages, il- 
lustrated. Baltimore: The Williams and Wilkins 
Company, 1952. Price $7.00. 


The author, Anderson Nettleship, now Professor of 
Pathology at the University of Arkansas College of 
Medicine, is well qualified to write this book for the 
general practitioner and medical student. The intro- 
duction stresses the importance of the general practi- 
tioner, who is responsible for most of the detection 
and direction of the cancer patient. 


In its nineteen chapters the book deals with cancer 
of all parts of the body, including neoplasms of chil- 
dren. It discusses methods of detection, clinical 
symptoms, pathology, location, and systemic effects. A 
chapter is devoted to neoplasms of the endocrine or- 
gans and their systemic effect, and the last two chap- 
ters deal with recent developments in cancer research. 
There are 116 clear illustrations. This is a valuable 
quick reference. 


The Merck Index of Chemicals and Drugs. An En- 
cyclopedia for the Chemist, Pharmacist, Physician, 
and Allied Professions. Sixth Edition. 1167 pages. 
Rahway, New Jersey: Merck & Company, Inc., 1952. 
Price $7.50 regular edition and $8.00 for thumb- 
index edition. 


This reference work on chemicals and drugs has been 
extensively used by technical workers and physicians 
for more than half a century. It is not to be con- 
fused with the Merck Manual, which is a medical hand- 
book of diagnosis and treatment. This new revised 
edition of the Index contains about 20,000 names of 
chemicals and drugs and more than 8,000 descriptions 
of individual substances. 

The properties and sources of each substance are 
given under the main entry, with brief descriptions 
of industrial, medical, and veterinary uses, hazards and 
toxicities, and other technical data, also references to 
the literature. Many individual drugs are found un- 
der their trade names, and spot checks make it appear 
that this listing is quite complete. Pharmaceutical 
specialties compounded of several drugs, however, are 
not considered. 

A section giving more than 300 organic “name” re- 
actions is included for the first time. New features of 
interest to physicians are a table of radioactive isotopes 
and a table of current medical uses for radioactive 
elements and compounds. The section on “First Aid 
in Poisoning” contains a very comprehensive list of 
toxic chemical materials, with some suggestions on 
emergency treatment for each, which will be of inter- 
est to all those engaged in industrial health work. 
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Muir’s Text-Book of Pathology. Sixth Edition revised 
by D. F. Cappell, M.D., F.R.F.P.S.G., Professor of 
‘Pathology, University of Glasgow, Pathologist to the 
Western Hospitals Group, Glasgow; and Consultant 
Pathologist to the Western Regional Board. 1090 
pages, illustrated. Baltimore: The Williams and Wil- 
kins Company, 1951. 

This is a first rate British textbook written for medi- 
cal students and now in the sixth edition. It has 
thoughtful discussions and a good literary presentation. 
More than any of the American texts of pathology, 
with the possible exception of that of Dr. William 
Boyd who was also originally from Great Britain, the 
book is written for medical students. A lack of this 
point of view is the weakness of many texts in the 
United States. 

The illustrations are small photographs and micro- 
photographs in large numbers and of good quality. 
The photographs of gross specimens are clear and 
appear to have been taken under water which is an 
advantage if detail is desired and if highlights are 
to be avoided. There are no colored reproductions. 
This has kept the price of the book down. The re- 
viewer is of the opinion that color often helps sur- 
prisingly little in conveying concepts of pathologic 
anatomy and histology and often represents wasted 
funds in the construction of textbooks. Color is fre- 
quently spectacular rather than helpful. 

The volume will be of great value to the student in 
medical school. It is less valuable to the practitioner 
of medicine who wishes a synopsis on the one hand, 
for review, or large encyclopedic volume on_ the 
other hand, for consultation. The same applies to its 
value to the professional pathologist, who requires 
more of an encyclopedia. For the second year medical 
student it is tops. 





Principles and Practice of Anesthesiology. By Vin- 
cent J. Collins, M.D., Director of the Department of 
Anesthesiology at St. Vincent’s Hospital of the City 
of New York. 528 pages, 99 illustrations. Philadel- 
phia: Lea and Febiger. 1952. Price $10.00. 


Dr. Vincent Collins approaches the choice of anes- 
thetic on the basis of individualizing each surgical 
case. The surgical procedure to be performed and the 
clinical condition of the patient are considered jointly. 
Thus in this manner a most effective type of an- 
esthesia and agent or combination of agents may be 
administered. 

His aim to provide a text that contains all phases of 
anesthesia is certainly attained. In 64 chapters he 
presents the six phases of the subject which the 
anesthesiologist needs in his daily activities: (1) funda- 
mentals, (2) region technics, (3) important pharma- 
cology facts, (4) the complications both immediate 
and postoperative, (5) the management of special 
surgical problems and (6) inhalation therapy and 
intravenous therapy. 


A section on special considerations covers the man- 
agement of pediatric, diabetic and cardiac patients, 
and there is also a chapter on obstetrical analgesia and 
anesthesia. The section on complications deals exten- 
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sively with the prevention as well as the treatment of 
shock, respiratory derangements, cardiac arrhythmias 
and complications associated with spinal anesthesia. 
The book is highly commended. 





Principles, Problems, and Practices of Anesthesia for 
Thoracic Surgery. By Henry K. Beecher, M.D., 
Henry Isaiah Dorr, Professor of Research in Anes- 
thesia, Harvard University; Director, Department of 
Anesthesia, Massachusetts General Hospital, Boston, 
Massachusetts. 65 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1952. Price $2.50. 


This is a short well written book dealing with all 
phases and problems of anesthesia as used in chest 
surgery. It gives a good practical discussion of the 
normal and abnormal physiologic changes that result 
from the anesthetic agent and the trauma of surgery. 
There is also an appraisal of the commonly used 
anesthetic agents and procedures; and it is interesting 
to note that the author feels that ether is still the 
choice in almost every case. 

The book should prove most valuable to the 
anesthetist who does only occasional chest work, and 
it offers an interesting review of the field to those 
who do frequent chest anesthesia. 





Foundations of Neuropsychiatry. By Stanley Cobb, 
AB., M.D., Bullard Professer of Neuropathology, 
Harvard Medical School, and Psychiatrist in Chief, 
Massachusetts General Hospital, Boston. Fifth Re- 
vised and Enlarged Edition of the Work formerly 
known as A Preface to Nervous Diseases. 287 pages, 
illustrated. Baltimore: The Williams and Wilkins 
Company, 1952. Price $3.00. ’ 


Foundations of Neuropsychiatry was first pub- 
lished in 1936. Before that it was known as A Preface 
to Nervous Diseases. This fifth edition, an enlarged 
one, has been revised in every chapter except the 
eighth. Anything written by Dr. Stanley Cobb is 
good. The first chapter on general problems of anat- 
omy and physiology is entirely new. In no one book 
have anatomy, physiology and pathology been more 
clearly integrated into the function of the person as 
a whole. There is no separation of mind and body 
and students and practitioners are here given a sound 
orientation in the fundamental concepts of psychiatry, 
psychosomatic medicine and neurology. 


The anatomy and physiology of the autonomic nerv- 
ous system are covered. This chapter contains a new 
section dealing with emotional reactions in relation to 
the autonomic nervous system. The instincts and the 
emotions, intelligence, memory, repression, the learn- 
ing process and intuition are discussed briefly. Psycho- 
pathology is rooted in the total function of the indi- 


vidual and not treated as an abstract behavioral func- 
tion. 


This book can be read with pleasure and profit by 
all students and doctors of medicine. 
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Vocational Services for Psychiatric Clinic Patients. By 
Thomas A. C. Rennie, M.D., Cornell University 
Medical College and the New York Hospital; and 
Mary F. Bozeman, Rehabilitation Project, National 
Association for Mental Health. 100 pages. Cam- 
bridge, Massachusetts: Harvard University Press, 
1952. Price $1.25. 


This monograph is the outcome of a study of psy- 
chiatric patients who were receiving treatment in 
psychiatric out-patient clinics and who had never been 
hospitalized. It should be useful to agencies and in- 
dividuals with special interest in vocational service for 
patients who have emotional problems and need psy- 
chotherapy. 


Types of vocational service, the effectiveness of such 
services, special vocational problems and co-operative 
work between vocational agencies and _ psychiatric 
clinics are discussed. 

The final chapter of conclusions with its recom- 
mendations for utilization of existing resources, needs 
for research and the accumulation of experience, 
brings together information hitherto not readily ac- 
cessible. 


Dynamic Psychiatry. ‘Transvestism, Desire for Crip- 
pled Women. Volume Two. By Louis S. London, 
M.D. 129 pages, illustrated. New York: Corinthian 
Publications, Inc., 1952. Price $2.50. 


This little book of 129 pages deals with a case of 
transvestism and represents the continued analysis of 
a 36-year-old married man, first discussed in London 
and Caprio’s book Sexual Deviations published in 1950. 

This transvestite had a psychopathological interest in 
crippled women, dwarfs, freaks, cross-eyed and bearded 
women, and sometime masqueraded as either a male 
or a female cripple. 

During his analysis he submitted to Dr. Caprio about 
80 drawings of his fantasy life, 50 of which are re- 
produced in the smaller book at the patient’s own 
request. Each of the drawings is accompanied by a 
brief descriptive note and together they form a most 
interesting study. Dr. Caprio’s summarizing analysis 
of the case is quite readable. 


Chapter I, dealing with anthropological and histori- 
cal data relative to transvestism goes back to Nero, 
whom the author claims is the earliest transvestite. 
The book with its drawings is unique and informative. 


Textbook of Clinical Parasitology. By David L. Beld- 
ing, M.D., Professor Emeritus of Bacteriology and 
Experimental Pathology, Boston University School 
of Medicine. Second Edition. 1139 pages, 1015 illus- 
trations. New York: Appleton-Century-Crofts, Inc., 
1952. Price $12.00. 


This is an excellent book and the pathologist may 
find it exceedingly helpful when he is confronted with 
a peculiar insect in a human stool. With the aid of 
Dr. Belding’s book such an organism as an adult cheese 


at 





mite, for example, may be identified, and the reader 
may learn “cheese mites are frequently swallowed and 
both the mites and their eggs are found in human 
feces. It is doubtful if they cause intestinal trouble, 
though a transient diarrhoea from Tyroglyphus long- 
ior has been reported.” The carefully completed ref- 
erences include one at the end of the chapter on the 
parasitic mites by Hinman and Kampmeier in the 
Southern Medical Journal of 1934 (27:271, 1934). 


In this way the book can be used as an encyclopedia, 
and it is of great value to the practicing physician who 
wishes to identify human parasites on his own. It is of 
equal value to professionals in parasitology and to 
pathologists and technicians. 

It is well illustrated and includes many pen-and-ink 
drawings which give a uniform and pleasing appear- 
ance. Life cycles are shown in simple diagrams. The 
abundance of tables is a commendable feature. 

All of these aspects combine to make the book a 
good student text. In short, it is difficult to see how 
this up-to-date volume could be improved. 





Books Received 





Personal and Community Health. By C. E. Turner, A.M., 
Ed.M., D.Sc., Dr.P.H., Professor of Public Health Emeritus, 
Massachusetts Institute of Technology. Ninth Edition. 659 
pages with illustrations. St. Louis: The C. V. Mosby Company, 
1952. Price $4.25. 


Progress in Fundamental Medicine. Edited by J. F. A. Mc- 
Manus, M.D., University of Virginia. With contributions by 
Paul Cannon, University of Chicago; J. A. Cunningham, Uni- 
versity of Alabama; Paul Klemperer, Mt. Sinai Hospital, New 
York; Albert Kligman, University of Pennsylvania; G. K. 
Mallory, The Mallory Institute; Tracy B. Mallory (Deceased), 
Massachusetts General Hospital; J. C. Paterson, University of 
Western Ontario; L. B. Stoddard, University of Kansas; W. 
Kenneth Cuyler, Duke University; Lb P. Wyatt, St. Louis Uni- 
versity. 316 pages with 74 illustrations and 2 plates in color. 
Philadelphia: Lea and Febiger, 1952. Price $9.00. 


An Introduction to Medical Science. An Elementary Text on 
Pathology. By William Boyd, M.D., Dipl. Psych., -R.C.P. 
(Edin.), F.R.C.P. (London), F.R.C.S. (Canada), LL.D. (Sask.), 
M.D. (Oslo), F.R.S. (Canada), Professor of Pathology, Uni- 
versity of British Columbia, Vancouver, B.C., Canada. Fourth 
Edition. 304 pages with 124 illustrations and $ colored plates. 
Philadelphia: Lea and Febiger, 1952. Price $4.50. 


Manual of Gynecology. By E. Stewart Taylor, M.D., Professor 
and Head of the Department of Obstetrics and Gynecology, 
University of Colorado School of Medicine, Denver, Colorado. 
204 pages with 70 illustrations. Philadelphia: Lea and Febiger, 
1952. Price $4.50. 


Human Embryology. Prenatal Development of Form and 
Function. By W. J. Hamilton, M.D., D.Sc., F.R.S.E., Pro- 
fessor of Anatomy in the University of London at Charing 
Cross — Medical School; J. D. Boyd, M.A., M.Sc., 
M.D., of A y in the University of Cambridge 
and Fellow of Clare College, Cambridge; and H. W. Mossman, 

S, Ph.D., Associate Professor of Anatomy in the University 
of Wisconsin. Second Edition. 432 pages with illustrations, 
some in color. Baltimore: The Williams and Wilkins Company, 
1952. Price $9.00. 


Lumbar Disc Lesions. Pathogenesis and Treatment of Low 
Back Pain and Sciatica. By J. R. Armstrong, M.D., 
F.R.C.S., Orthopaedic gy oe to the Metropolitan Hospital, 
Orthopaedic Surgeon to Hospital, Visiting Ortho- 
paedic Surgeon to Manor _— Hospital (Industrial Or- 
tho edic Society), Honorary Consulting Orthopaedic Surgeon 

oyal Waterloo Hospital for Children and Women. 288 
path. with illustrations. Baltimore: The Williams and Wilkins 
Company, 1952. Price $8.00. 





ee ot in General Practice. By Adrien ver Brugghen, 
M.D., Ch.M., M.S., F.A.C.S., Clinical Professor of Neuro- 
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logical Surgery (Rush), University of Illinois College of Medi- 
cine, Chicago, Illinois. First Edition. en pages with illus. 
trations. Springfield, Illinois: Charles C. Thomas, Publisher, 
1952. Price $14.00. 


Infrared Photography in Medicine. By Leo ©. Massopust, 
Sr., Director, Department of Art and Photography, Marquette 
University School of Medicine, Milwaukee, Wisconsin. 52 pages 
with illustrations. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1952. Price $2.75. 


Kitchen Strategy. The Family Angle on Nutrition. By Leona 
M. Bayer, M.D., Assistant Clinical Professor of Medicine, 
Stanford University School of Medicine, San Francisco, Cali- 
fornia, and Edith Green, Television Cooking Expert, San 
Francisco, California. 94 pages with illustrations. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1952. Price $3. a 


This is Your World. A book for the orientation of profes- 
sional workers to the emotional problems of the chronically 
ill_patient; tuberculosis and the individual. By Harry A, 
Wilmer, M.D., Ph.D. in Path., Consultant in Psychiatry, San 
Mateo County Tuberculosis Sanatorium, Instructor in Medicine 
(Neuropsychiatry), Stanford University, San Francisco, Cali- 
fornia. 165 pages with illustrations. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1952. Price $5.50. 


The Moral Theory of Behavior. A New Answer to the Enigma 
of Mental Illness. By Frank R. Barta, M.D., F.A.C.P., Di- 
rector, Department of Psychiatry and Neurology, Creighton 
University School of Medicine, and St. Joseph’s Creighton 
Memorial Hospital, Omaha, Nebraska. 35 pages with illustra- 
tions. Springfield, Illinois: Charles C. Thomas, Publisher, 
1952. Price $2.00. 


Finality and Form. By Warren S. McCulloch, M.D., Professor 
of Psychiatry and Physiology, Neurophysiologist, Department 
of Psychiatry, University of Illinois, College of Medicine, 
Illinois Neuropsychiatric Institute, Chicago, Illinois. 62 pages 
with illustrations. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1952. Price $3.75. 


Nutrition in the Practice of Medicine. With Comments on 
Nutrition, Disease and Geography. Proceedings of the Nu- 
trition Symposium held at the University of California, School 
of Medicine, San Francisco, October 30, 1951. By J. Arnold 
Bargen, Paul R. Cannon, John B. Condliffe, Perry J. Culver, 
Robert M. Kark, Heinrich Necheles and Frederick J. Stare. 
163 pages with illustrations. New York: The National Vitamin 
Foundation, Incorporated, 1952. Price $1.50. 


Carbohydrate Metabolism. A Symposium on the Clinical and 
Biochemical Aspects of Carbohydrate Utilization in Health and 
Disease. Edited by Victor A. Najjar. 134 pages with illustra- 
tions. Baltimore: The Johns Hopkins Press, 1952. Price $4.00. 


Correlative Neuroanatomy and Functional Neurology. By Jo- 
seph J. McDonald, M.S., M.Sc.D., M.D., Professor of Surgery, 
Columbia University; Attending Surgeon, Presbyterian Hos- 
pital, New York; and Joseph G. Chusid, A.B., M.D., At- 
tending Neurologist, St. Vincent’s Hospital, New York. Sixth 
Edition. 263 pages with illustrations. Los Altos, California: 
Lange Medical Publications, 1952. Price $4.00. 


Handbook of Tropical Dermatology and Medical Mycology. 
Written by an international team of over eighty specialists 
from more than 20 different countries. Edited by R. D. G. Ph. 
Simons, M.D., Senior Lecturer at the Dermatological Clinic of 
the University of Leyden; Dermatologist in Charge at the 
Civilian Hospital, Amsterdam, Netherlands. Volume I. 845 
pages with illustrations. Houston: Elsevier Press, Inc., 1952. 
Price $15.00. 


Ophthalmic Plastic Surgery. By Sidney A. Fox, M.S. (Ophth.), 
M.D., F.A.C.S., Assistant Clinical Professor of Ophthalmology, 
New York University Post-Graduate Medical School, New York. 
290 pages with illustrations. New York: Grune and Stratton, 
Inc., 1952. Price $15.00. 


Forensic Psychiatry. By Henry A. Davidson, M.D., American 
Academy of Forensic Sciences; Fellow, American Psychiatric 
Association. 398 pages. New York: The Ronald Press Com- 
pany, 1952. Price $8.00. 


Nerve Impulse. Transactions of the Third Conference March 
$ and 4, 1952, New York, New York. Edited by H. Houston 
Merritt, M.D., Professor of Neurology, College of Physicians 
and Surgeons, Columbia University, New York, New York. 
176 pages with illustrations. Packanack Lake, New Jersey: 
Josiah Macy, Jr. Foundation Publications, 1952. Price $3.50. 


A Forty Year Campaign Against Tuberculosis. By Louis I. 
Dublin, Ph.D., Second Vice-President and Statistician, Metro- 
politan Life Insurance Company. 115 pages with illustrations. 
New York: Metropolitan Life Insurance Company, 1952. 
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Southern Medical News 





ALABAMA 


Dr. Roger D. Baker, for the past eight years head of the 
Department of Pathology, Medical College of Alabama, Bir- 
mingham, has resigned that position to become professor of 
pathology, Duke University School of Medicine and chief of 
laboratories at the new Veterans Administration Hospital, 
Durham, North Carolina. He helped establish the Medical 
College in Birmingham and for a time was the only full-time 
faculty member on the college staff. He has been professor 
of pathology in the School of Dentistry, University of Ala- 
bama, and has had charge of pathology work at the Jefferson- 
Hillman Hospital. He is the founder and first president of the 
Alabama Heart Association and he was organizer of the 
Alabama Association of Pathologists. 

Eight Birmingham physicians were among the thousand 
receiving fellowships in the American College of Surgeons at 
the annual meeting held in New York in September: Drs. 
Lewis M. Dawson, Hal Ferguson, Charles P. Grant, William 
M. Harris, Jr., James J. Hicks, William C. Tucker, Samuel 
—k. Upchurch and Frank C. Wilson. 

The Veterans Administration Hospital, Birmingham, will 
not open as early as originally planned due to delay in de- 
livery of materials and construction changes. It is expected to 
be ready for operation early in 1953. 





ARKANSAS 


Army and Navy Hospitals, Hot Springs, has a course on 
arthritis and allied diseases scheduled for December 1-5. 

Dr. James A. Doherty has been appointed head of the 
newly formed division of cardiology and head of the heart 
dinic, University of Arkansas School of Medicine, Little Rock. 
Members of the advisory committee for the new department 
are Dr. R. E. McLochlin, Dr. Fred William Harris, Dr. O. C. 
Melson, Dr. Dan Autry and Dr. J. N. Compton, all of Little 
Rock. The clinic accepts only medical indigent patients dur- 
ing the clinic hours each Tuesday and Friday. Staff members 
at the clinic are Dr. Owen Beard, Dr. David Bauman, Dr. 
§. W. Abbott and Dr. J. S. Taylor. 

Dr. E. C. McMullen, Pine Bluff, has been awarded emeritus 
fellowship in the American Academy of Pediatrics. 

Dr. A. M. Bradley is associated with Dr. Guy Hodges, 
Rogers, in the practice of medicine. 

Dr. A. B. Dickey has returned to his staff duties with the 
Arkansas Tuberculosis Sanatorium after being released from 
military service. 

Dr. Chaney W. Taylor has joined the staff of the North 
Arkansas Clinic, Batesville. 

Dr. Neil Compton has moved into new offices at Benton- 
ville. 

Dr. Fred B. Stone is associated with Dr. Milton C. John, 
Stuttgart, in the practice of medicine. 

Dr. William P. Kolb, Little Rock, has been certified a 
diplomate of the American Board of Psychiatry. 


Physicians located in Arkansas for practice are: Drs. Robert 
Cook, Clarendon; Faber Carter, Sheridan; George F. Wynne, 
Warren; Albert R. Hammon, Harrison; Philip M. Young, Gil- 
lett; J. E. Coee, Joiner; Eli Gary, Arkadelphia; Hunter C. 
Sims, Jr., Blytheville; W. J. Wallingford, Newport; Thomas 
Hickey, Atkins; W. E. Harville, Crossett; Byron T. Johnson, 
Jr., Stamps; David Russell, Jasper; Ronald H. Selvester, De- 
Queen; W. B. Center, Mountain Home; F. A. Corn, Lonoke, 
and Jerry G. Robertson, Dyess. 





DISTRICT OF COLUMBIA 


Dr. Tiffany Lawyer, Jr., associate in neurology, Columbia 
University School of Medicine, New York City, has been ap- 
pointed chief of the neurology section of the psychiatry and 
neurology division, Veterans Administration Department of 
Medicine and Surgery, succeeding Dr. Pearce Bailey. Dr. 
Bailey resigned to accept a position as director of the Institute 
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of Neurological Diseases and Blindness of the U. S. Public 
Health Service. 


Dr. Charlotte A. Donlan has been appointed director of the 
cancer detection clinic, George Washington University School 
of Medicine, Washington. She is clinical instructor in radiology 
and radiotherapist at the hospital. 


George Washington University School of Medicine, Washing- 
ton, has received from the Public Health Service $11,005 for 
continued research on the restoration of vessels which 
have been injured by disease or a wound; and $10,249 for 
research in reconstruction of the aortic arch through surgery 
and the use of grafts or synthetic materials. The projects are 
being developed under the guidance of Dr. Brian Blades, 
professor of surgery, with the assistance of Dr. Howard 
Pierpont, director of the Surgical Research Laboratory. These 
physicians are also making studies of liver circulation, assisted 
by a grant of $9,239 from the Veterans Administration; and 
studies on factors of safety in intra-arterial transfusions by a 
contribution of $6,606 from the office of the Surgeon General 
of the Army. 

Gallinger Municipal Hospital, Washington, has been awarded 
$24,300 by the Public Health Service for studies on the 
aging processes of the human brain, this award being a two- 
year grant and approved recently by the National Heart 
Institute. Physicians conducting the studies are Dr. Joseph F. 
Fazekas, chief of staff; Dr. Nicholas J. Cotsonas, chief medical 
officer; Dr. Ralph - Alman, chief medical officer of the 
Outpatient Department; and Dr. Alice N. Bessman, fellow in 
medicine of the George Washington University Medical Di- 
vision. 

Georgetown University School of Medicine, Washington, has 
received a continuation grant of $25,000 from the Public 
Health Service to support training in cancer diagnosis and 
treatment under the direction of Dr. Murray M. Copeland, 
professor of oncology. 





FLORIDA 


Postgraduate Assembly of Endocrinology and Metabolism, 
which is sponsored by the Endocrine Society, will hold its 
annual fall meeting in Miami Beach, Roney-Plaza Hotel, No- 
vember 3-8. Dr. Carlos P. Lamar, Miami, is local chairman for 
the society. 

Drs. Saul Miller and John H. Tanous, Miami Beach, at- 
tended the meeting of the Congress of Biochemists held in 
Paris recently. 

Dr. Richard M. Fleming, Miami, chairman of the depart- 
ment of surgery, Mount Sinai Hospital, has been studying the 
technics of using radioisotopes in research at Oak Ridge, 
Tennessee. 


Physicians recently appointed as members of the Florida 
State Board of Medical Examiners are Dr. Morris B. Seltzer, 
Daytona Beach; Dr. Irving L. Alberts, Miami Beach, and 
Dr. Erasmus B. Hardee, Vero Beach. Dr. Frank D. Gray, 
Orlando, has been reappointed to the Board for a third term. 

Dr. Albert C. Kirk, Sr., for the past two years staff physician, 
Central Florida State Tuberculosis Hospital, and former Or- 
lando city physician for seven years, has been named county 
physician. 

Dr. James F. Lyons, Coral Gables, attended the International 
Congress of Physical Medicine in London. 


Dr. Irwin S. Leinbach, St. Petersburg, attended the recent 
joint meeting of the Orthopedic Associations of the English- 
speaking world in London. 

Dr. Courtlandt D. Berry, Orlando, has returned to his 
practice after spending a year in Puerto Rico where he helped 
plan a program for the early discovery of cancer in women, 
a program sponsored by the medical school of the University 
of Puerto Rico. He also held clinics and acted as con- 
sultant in Puerto Rican hospitals, served as consultant to the 
U. S. Army General Hospital of San Juan and conducted 
weekly instruction for medical officers stationed at Ramey 
Field. 





GEORGIA 


The American Surgeon, published in Atlanta, effective with 
the January 1953 issue will be published by The Williams 
& Wilkins Company, Baltimore, Maryland, as announced by 
the two organizations sponsoring that journal: the Southeastern 
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Surgical Congress and the Southwestern Surgical Congress. 
Dr. Thomas G. Orr, Kansas City, Missouri, is the editor. 





KENTUCKY 


Dr. S. Spafford Ackerly, Louisville, head of the department 
of psychiatry, University of Louisville School of Medicine, and 
medical director of the Louisville Mental Hygiene Clinic, was 
honored at a party given recently by former students, psy- 
chiatrists, social workers, and others interested in mental 
hygiene. He was presented a silver tray inscribed “for twenty 
years of unselfishly dedicated service to his friends, pro- 
fession, students, university, city and state.” He was also 
given an outboard motor. 


Dr. H. D. Kerman, Louisville, has returned to his post as 
associate professor of radiology at the University of Louisville 
School of Medicine after a two-year leave of absence as 
radiologist with the Oak Ridge Hospital and the Medical 
Division of the Oak Ridge Institute of Nuclear Studies, Oak 
Ridge, Tennessee. 





LOUISIANA 


Louisiana State Medical Society will hold its 1953 annual 
meeting in New Orleans May 7-9. Dr. Cuthbert J. Brown 
has been appointed chairman of the Committee on Arrange- 
ments. 

Surgical Association of Louisiana will hold its next annual 
meeting in New Orleans, St. Charles Hotel, November 16. 

Tulane University School of Medicine, New Orleans, an- 
nounces a ten-story addition to the Hutchinson Memorial 
Medical Building. 

Dr. John B. Gooch, New Orleans, is leaving his practice 
for the second time in two years to go to India at his own 
expense and work for a two-month period there under the 
auspices of the Christian Medical Council for Medical Over- 
seas Work. He will do ophthalmology at the Christian Medical 
College and hospital in Velore, Lower South India. In 1950 
he worked at the American Hospital at Taxila, Pakistan and 
~ the Church of Scotland Mission Hospital in Bandah, Bihir 

rovince. 





MARYLAND 


Dr. Norman H. Topping, associate director of the National 
Institutes of Health, Bethesda, a research branch of the 
Public Health Service, and an assistant surgeon general, has 
been appointed vice-president of the University of Pennsyl- 
vania in charge of medical affairs. He will be the principal 
administrative officer of the University’s whole medical pro- 
gram, the School of Medicine, Graduate School of Medicine, 
School of Dentistry, School of Veterinary Medicine, School of 
Nursing Education, School of Auxiliary Medical Services and 
the related hospitals and laboratories. 

The renewal of two Sharp & Dohme research grants totaling 
$5,500 has been announced, one to the School of Hygiene 
and Public Health of Johns Hopkins University, Baltimore, 
$2,000 in support of research being done by Dr. Bacon F. 
Chow; and the other $3,500 to be used in continuing support 
of a research project on hormone activity being carried out 
under the direction of Drs. Elva S. and Roland K. Meyer, 
Department of Zoology, University of Wisconsin, Madison, 
Wisconsin. 

The Baltimore City Commission on Aging and the Problems 
of the Aged is composed of the following phvsicians: Drs. 
Jerome D. Frank, Louis A. M. Krause, Joseph L. Lilienthal, 
Jr., Howard K. Rathbun, Herman Seidel, Nathan W. Shock, 
Huntington Williams, and Wilson M. Wing. 





MISSISSIPPI 


Rural Health Committee of the Mississippi State Medical 
Association, after a study was made of the need for physicians 
in the state, recommended that young physicians preparing 
for a career in general practice in smaller cities should com- 
plete a two-year rotating internship. Physicians serving on 
this committee were Dr. S. K. Johnson, Chairman, Pelahatchee, 
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Dr. C. P. Crenshaw, Collins, and Dr. John B. Howell, Canton, 
These physicians are members of the Mississippi Chapter, 
American Academy of General Practice. 

Dr. H. G. Hightower, Webb, was recently presented a 
television set at the celebration of his fiftieth year of service 
in the practice of medicine. The Lion Magazine’s August issue 
carried a picture of Dr. Hightower being presented this gift. 

Delta Medical Society held its fifty-eighth semi-annual meet- 
ing in Cleveland, October 8. Dr. John W. Williams, Green- 
ville, is President; Dr. L. B. Otken, Greenwood, is President. 
Elect; and Dr. Howard A. Nelson, Greenwood, is Secretary- 
Treasurer. 





MISSOURI 


The Alphonse M. Schwitalla Lecture, sponsored by the 
Beta of Missouri Chapter of Alpha Omega Alpha Honorary 
Medical Society, was given by Dr. Edward L. Bortz, associate 
professor of medicine, Graduate School of Medicine, University 
of Pennsylvania, Philadelphia, his topic being ‘““The Schwitalla 
Touch in American Medicine,’’ and was given at the St. Louis 
University School of Medicine auditorium, October 16. The 
lecture was established in 1949 to honor Rev. Alphonse M. 
Schwitalla, §.J., dean emeritus of the St. Louis University 
School of Medicine ‘‘for his years of constructive leadership 
and invaluable influence as the head of the School of 
Medicine.” 

Mississippi Valley Medical Society held its seventeenth annual 
meeting in St. Louis, October 1, 2 and 3, under the presidency 
of Dr. Daniel L. Sexton, St. Louis. 

The American Academy of General Practice will hold its 
1953 annual scientific assembly in St. Louis, March 23-26, 
Arrangements are being formulated for a Post-Assembly trip 
to Mexico in connection with a one-day clinical meeting to 
_~ _ jointly with the Confederacion Medico de Mexico on 

pri 

Dr. Robert A. Moore, dean, Washington University School 
of Medicine, St. Louis, was elected president of the Inter- 
national Society of Geographic Pathology at its recent meeting 
held in Liege, Belgium. The next meeting will be held in 
Washington, D. C., September 1954 and will be concerned 
with cancer, 

Dr. C. Rollins Hanlon, professor of surgery and director 
of the department, St. Louis University School of Medicine, 
delivered the Brodel lecture before the 7th annual convention 
of Medical Illustrators held in St. Louis, September 29- 
October 1. This is the principal lecture of the Association's 
annual meeting and is in honor of Max Brodel, a pioneer in 
medical illustration, who came from Germany to Johns 
Hopkins University in 1894. 

Dr. Philip A. Katzman, professor of biochemistry, St. Louis 
University School of Medicine, was honored by the Depart- 
ment of Biochemistry September 17 on the 25th anniversary 
of his joining the University as a graduate fellow from Kala- 
mazoo College, Kalamazoo, Michigan. He was presented with 
a wrist watch from the Department of Biochemistry and a 
fountain pen desk set from the Committee on Grants for Bio- 
chemistry of St. Louis University. 





NORTH CAROLINA 


The American Academy of Cerebral Palsy held its annual 
meeting at the Duke University School of Medicine and the 
North Carolina Cerebral Palsy Hospital, Durham, in October 
under the presidency of Dr. Leslie B. Hohman. 

The 65th General Hospital Unit celebrated its 10th anni- 
versary of call to active duty with a reunion at Duke Uni- 
versity, October 31-November 1. 

Dr. Lucille W. Hutaff has been appointed assistant professor 
of preventive medicine and assistant professor of internal 
medicine at Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem. 

Dr. Malcolm P. Tyor, a former associate in medicine at the 
Bowman Gray School of Medicine, Winston-Salem, has join 
the Medical Division of the Oak Ridge Institute of Nuclear 
Studies as a clinician, Oak Ridge, Tennessee. 


Continued on page 34. 
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MINUTES, DALLAS MEETING 1111 


SOUTHERN MEDICAL ASSOCIATION 
Minutes* of Forty-Fifth Annual Meeting 
Dallas, Texas, November 5-8, 1951 


GENERAL SESSION 
Thursday, November 8, 1:15 p.m. 


A General Session of the Southern Medical Associa- 
tion was held at the Baker Hotel, Texas Room, Dallas, 
Texas, Dr. Curtice Rosser, President, presiding. 


The President called upon Dr. F. A. Holden, Chair- 
man of the Council, Baltimore, Maryland, to report for 
the Council. It was moved, duly seconded, and passed 
without a dissenting vote that since the Report of the 
Council would be printed in full in the SOUTHERN 
MEDICAL JOURNAL that reading of the Report be omit- 
ted and approved as prepared by the Chairman. 


REPORT OF COUNCIL 


Dr. F. A. Holden, Chairman of the Council, Balti- 
more, Maryland, made the following report for the 
Council: 


To the Members of the Southern Medical Association: 


The Council of the Southern Medical Association met at 
Dallas, Texas, Adolphus Hotel, Parlor B, Sunday afternoon, 
November 4, and Monday forenoon and afternoon, November 
5. Present: Dr. F. A. Holden, Chairman, Baltimore, Mary- 
land; Dr. R. L. Sanders, Vice-Chairman, Memphis, Tennessee; 
Dr. Wilbur M. Salter, Anniston, Alabama; Dr. Lowry H. Mc- 
Daniel, Tyronza, Arkansas; Dr. Helen Gladys Kain, Washing- 
ton, D. C.; Dr. C. A. Andrews, Tampa, Florida; Dr. Olin S. 
Cofer, Atlanta, Georgia; Dr. Clifford N. Heisel, Covington, 
Kentucky; Dr. Edwin H. Lawson, New Orleans, Louisiana; 
Dr. Lamar Arrington, Meridian, Mississippi; Dr. Daniel L. 
Sexton, St. Louis, Missouri; Dr. Fred oodson, Tulsa, Ok- 
lahoma; Dr. W. Thomas Brockman, Greenville, South Caro- 
lina; Dr. Milford O. Rouse, Dallas, Texas; Dr. Waverly R. 
Payne, Newport News, Virginia; Dr. H. L. Brockmann, Coun- 
cilor-Elect from North Carolina, High Point, sitting for Dr. 
Lenox D. Baker, Durham, North Carolina; and Dr. William 
E. Bray, Huntington, West Virginia, sitting for Dr. Andrew 
E. Amick, Lewisburg, West Virginia; Dr. Brockmann and Dr. 
Bray acting by appointment of the President, Dr. Rosser. 
Sitting with the Council: Dr. Curtice Rosser, President, Dallas, 
Texas; Dr. J. Morris Reese, Councilor-Elect from Maryland, 
Baltimore; Dr. Grayson Carroll, Councilor-Elect from Missouri, 
St. Louis; and Mr. C. P. Loranz, Secretary-Manager, Bir- 
mingham, Alabama. 


The Council was called to order by the Chairman, Dr. F. A. 
Holden, Baltimore, Maryland, who presided. 


_ Minutes of the meeting of the Executive Committee held 
in Memphis, Tennessee, Sunday, January 21, were read and 
approved. 


(1) REPORT OF EXECUTIVE COMMITTEE 


The Executive Committee of the Council of the South- 
ern Medical Association met at Memphis, Tennessee, Pea- 
body Hotel, Room 501, Sunday, January 21, at 9:00 a.m. 
Present: Dr. F. A. Holden, Chairman, Baltimore, Mary- 
land; Dr. R. L. Sanders, Memphis, Tennessee; Dr. Fred 
E. Woodson, Tulsa, Oklahoma. Ex-officio members, Dr. 
Curtice Rosser, President, Dallas, Texas, and Dr. R. J. 


—_—_— 


“Here is the Report of the Council. In the March issue, 
pages 263-285, were the minutes of the Opening Assembly, the 
General Session, President’s Night, Women Physicians, Scien- 
tific Awards, Golf and Trap Shooting Tournaments, Registra- 
tion, Scientific and Technical Exhibits, Motion Pictures, the 
twenty-one Sections of the Association, the conjoint meetings 
and the Woman’s Auxiliary. 


Wilkinson, President-Elect, Huntington, West Virginia. 
Sitting with the Committee: Dr. W. Thomas Brockman, 
Councilor for South Carolina, Greenville, who happened 
to be in Memphis, was invited to sit with the Committee; 
Mr. C. P. Loranz, Secretary-Manager, and Mr. Robert F. 
Butts, Assistant Secretary-Manager, Birmingham, Alabama. 


The Committee was advised that there had been under 
consideration for the Dallas meeting two locations for the 
November meeting, the facilities in neither being ideal: 
(1) a large building at the State Fair Grounds, quite a 
way out from the center of town and the hotel area, and 
(2) the two large downtown hotels, Adolphus and Baker, 
and near-by meeting rooms. After very careful considera- 
tion the local executive committee for the Dallas meetin; 
rcommended to the Executive Committe of the Counci 
that the downtown facilities be utilized. Dr. Rosser and 
Mr. Loranz were both present at the meeting of the Dallas 
committee and gave to the Executive Committee of the 
Council information about both locations and the reasons 
why the Dallas committee recommended the downtown lo- 
cation. Both Dr. Rosser and Mr. Loranz concurred in the 
recommendation from the Dallas committee. The Execu- 
tive Committee adopted the recommendation from the Dal- 
las committee, so all activities of the November meeting 
will be held at the two large hotels and in meeting rooms 
in the area of these hotels. 


A report was received from the Policy Committee provid- 
ed for by the Council at the St. Louis meeting, the com- 
mittee composed of Dr. Daniel L. Sexton, Chairman, Dr. 
Lenox D. Baker and Dr. Olin S. Cofer. Here is the report. 


REPORT OF POLICY COMMITTEE 


The Policy Committee, through its meeting with 
the officers on November 15, 1950, and by correspon- 
dence, have aired certain matters of policy, which they 
believe pertinent to the health of the Southern Medical 
Association. The most important step to be made at 
this time seems to be in the direction of strengthening 
each individual section. Dr. Lenox Baker is very strong 
in the opinion that the various specialties should be 
given an opportunity to develop to their full strength 
and that only by so doing will special groups continue 
to be interested in the Association. He warns that they 
will probably want to dictate their own policies and 
will not want to be told how many papers and how 
many sessions they can have. 

We suggest that section officers be kept in closer 
contact with the general problems of the Association, 
and kept informed of these many problems. With this 
added knowledge, greater cooperation from the section 
officers may be expected. The Committee believes that 
it would be better to have the sections meet the first 
several days of the meeting, and have the general ses- 
sions last. This idea was advanced by Mr. Loranz, and 
seems to us to be an excellent one. 

The Committee believes that the dinner should be 
continued in an informal way. The Se earme idea of the 
St. Louis meeting was sanctioned although details of 
this dinner can be improved upon. The evening should 
be one of relaxation and not boredom. 


Dr. Cofer makes a point in regard to the payment 
of expenses of out-of-territory speakers. He suggests 
that the payment of expenses be flexible. He feels 
that a speaker engaged in research or in a teaching 
vocation should be allowed expenses while a practicing 
physician would be willing to pay his own expenses be- 
cause of the prestige gained. 

Because of the fact that meetings in the next sev- 
eral years will probably down in attendance, the 
committee thinks that the Southern Medical Associa- 
tion should meet in the ‘South.’ Fully aware of the 
physical problems connected with meeting in cities of 
the South, it feels that every effort should be made to 
avoid the peripheral cities for the next several years 
so as to again interest physicians in the Southern area. 


(Signed) Daniet L. Sexton, Chairman 
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Dr. R. L. Sanders, Chairman of the Committee to Study 
Programs and Revision of Sections, reported that in addi- 
tion to the correspondence with section officers prior to 
the Cincinnati meeting in 1949 and the St. Louis meeting 
in 1950, he had discussed the matter before his committee 
with section officers and other officers at the St. Louis 
meeting and had had correspondence since the St. Louis 
meeting with others interested. For his committee, in the 
light of the program arrangement for the St. Louis meet- 
ing and conversations and correspondence, he felt that the 
Association should, for the Dallas meeting, emphasize the 
section meetings, starting on Monday and continuing 
through Thursday, the sections to have, if they desire, 
more time than at meetings the last several years. He felt 
it advisable now to try this out, each section to maintain 
its individual identity, to see if the sections in maintain- 
ing their individual identity could develop greater interest 
in their group and in the over-all program of the Associa- 
tion. He also feels it is not advisable now to try the con- 
solidation or merging of any of the section groups. 


The Chairman reviewed for the information of the Com- 
mittee replies he had in answer to letters he had written 
the officers of the sections for their opinion as to the func- 
tioning of the sections, particularly as to the program for 
the Dallas meeting. He had replies from most of them 
and it was evident that none of the sections wished to com- 
bine with other sections, but wished to maintain their in- 
dividual identity. Most of them wished more time for the 
Dallas meeting than they had at the St. Louis meeting, 
feeling more time necessary to maintain and increase inter- 
est in their section. 


After very careful consideration and full discussion, the 
Executive Committee was unanimous in adopting the fol- 
lowing program plan for the Dallas meeting: 


Meeting to open with a general session at 10:30 a.m. 
Monday, with a brief address of welcome, a brief response 
and an address by one or two, not more than two, out- 
standing physicians. The sections to start at 2:00 p.m. on 
Monday, extending through Thursday in half-day sessions 
on consecutive days, all time being given to section pro- 
grams, no general clinical programs this year. The section 
programs are to be completed in every respect by not later 
than August 15 so they can appear in the September issue 
of the Southern Medical Journal. The Committee gave 
the following number of half-day sessions to each of the 
twenty-one sections, this being the maximum number, the 
section officers being privileged to have less if preferred: 
General Practice 2, Medicine 3, Gastroenterology 2, Neu- 
rology and Psychiatry 2, Pediatrics 3, Pathology 3, Radiol- 
ogy 2, Dermatology and Syphilology $, Allergy 2, Physical 
Medicine and Rehabilitation 1, Industrial Medicine and 
Surgery 1, Surgery 3, Orthopedic and Traumatic Surgery 
$3, Gynecology 2, Obstetrics 2, Urology 3, Proctology 2, 
Ophthalmology and Otolaryngology 4, Anesthesiology 2, 
Medical Education and Hospital Training 2, and Public 
Health 2. Monday and Tuesday evenings for group din- 
ners (sections, alumni reunions, fraternities, etc.), Wed- 
nesday evening for the annual Southern Medical Associa- 
tion Dinner, with the president’s address, and a humorous 
entertainer, followed by a dance. 


The Committee approved for the Dallas meeting the 
policy that has been in effect for many years of not paying 
all or any part of the expenses of any essayists to the 
meeting. 


The Council, at the Cincinnati meeting (1949), by reso- 
lution unanimously endorsed and approved of the effort 
of the Gorgas Hall of Fame Committee to have the name 
of the late William Crawford Gorgas inscribed in the New 
York University Hall of Fame. Dr. Gorgas was born and 
reared in the South. It was reported to the Council at 
the St. Louis meeting (1950) that Dr. Gorgas had been 
elected, receiving the largest number of votes of the six 
who had been elected. The Executive Committee was in- 
formed that funds in the amount of several thousand dol- 
lars were being raised throughout the South for the Gorgas 
bust which will be unveiled with appropriate ceremonies 
in May. The Committee authorized a contribution of 
$200.00 from the Association toward the bust fund. 


The Executive Committee decided to omit the Trap 
Shooting Tournament at the Dallas meeting. 


The Committee approved of carrying Southern Medical 
Association members on the roster without the payment 
of dues for the period of their military service, physicians 
going into service from civilian practice during the pres- 
ent mobilization and in due time returning to civilian 
practice, this being the policy in effect during World War 
I and World War Il. ‘ 
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There was a full and free discussion of many other 
things, some pertaining to the Dallas meeting, such as the 
technical exhibits (sometimes called commercial), publicity 
before and at the time of the meeting, hotel reservations, 
etc., and increasing Association membership by Council 
members in their respective states. While none of these 
matters had any formal action, there were many helpful 
suggestions growing out of the discussion. 

The Executive Committee decided to have a meeting of 
the Committee in Dallas on Sunday forenoon, and the Tiree 
meeting of the Council as a luncheon on Sunday, followed 
by a meeting in the afternoon and evening if necessary. 


(Signed) F. A. Hoven, Chairman. 


Minutes of the Executive Committee meeting in Dallas, 


Texas, Sunday forenoon, November 4, were read and approved. 


(2) REPORT OF EXECUTIVE COMMITTEE 


The Executive Committee of the Council, Southern Med- 
ical Association, met at Dallas, Texas, Adolphus Hotel, 
Parlor B, Sunday, November 4, 9:00 a.m. Present: Dr. F. 
A. Holden, Chairman, Baltimore, Maryland; Dr. R. L. 
Sanders, Vice-Chairman, Memphis, Tennessee; Dr. Fred E. 
Woodson, Tulsa, Oklahoma, and ex-officio member, Dr. 
Curtice Rosser, President, Dallas, Texas. Sitting with the 
Committee: Mr. C. P. Loranz, Secretary-Manager, and Mr. 
nenest F. Butts, Assistant Secretary-Manager, Birmingham, 

abama. 


The Committee was called to order by the Chairman, Dr. 
F. A. Holden, who presided. 


Minutes of the Memphis meeting, January 21, were 
read and approved. 


The President, Dr. R. J. Wilkinson, an ex-officio mem- 
ber of the Committee, not being able to attend the Dallas 
meeting because of illness, wrote the following letter: 


To the Council of the Southern Medical Association: 


As your incoming President, I desire to submit for 
your consideration a few suggestions that will, I feel, 
be helpful to our great Association and at the same 
time benefit some of our officers. 


(1) Article 6, Section 1, of the Constitution be 
changed by eliminating that portion of the Section that 
makes is incumbent upon the Council to appoint the 
Secretary-Manager and the Editor of the Journal for 
a period of five years. Chapter 4, Section 3, of the 
By-Laws should be changed to conform with the 
change of the Constitution. This change is suggested 
as a protection to our able Secretary-Manager, Mr. 
C. P. Loranz. Because of his splendid work in direct- 
ing the business affairs of our Association for so many 
years I feel sure the Council will desire to retain his 
services after next year, when his term expires, pro- 
vided he can continue to handle the business of the 
Association efficiently. However, I am reasonably sure 
the Council will not deem it advisable to enter into a 
five-year contract in view of Mr. Loranz’ age. It seems 
feasible for the Council to determine the number of 
years a contract should run, rather than be bound by 
a fixed period. To make a contract binding upon the 
Council it might be wise to insert in the By-Laws a 
clause giving the Council authority to determine the 
life of such an instrument subject to approval by the 
membership at a general meeting. 


(2) As a means of stimulating a greater interest 
in the Southern Medical Association, I offer for your 
consideration the following: Dispense with the annual 
breakfast for officers of the sections. From my obser- 
vation and comment of others very little is accom- 
plished because of the hour, rush to attend section 
meetings, etc. In lieu of this breakfast I suggest an 
interim meeting, say about February 1, to be held in 
a Southern city, a city that cannot be host to the 
Southern Medical Association. Here invite the section 
officers, officers of the Auxiliary, including state auxil- 
iary presidents, and the presidents and secretaries of 
each state medical society from those states that com- 
prise the Southern Medical Association area. The local 
physicians representing the city and county medical 
societies should participate in these meetings. Prepare 
talks and question periods will be stimulating and will, 
I am sure, be incentive for greater interest on behalf 
of the Southern Medical Association. The expense 
will be negligible since it will only cover printing, 
monies hall, and a dinner for say approximately 75 
to . 
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(3) Suggest that the Committees on Doctor-Hos- 
pital Relations and Medical Education be continued. 
A copy of the Council’s report, which will include 
committee reports, be mailed to our membership as a 
reprint for 1 am confident that a very small percent- 
age of our members read this fine typed report that 
appears annually in our Journal. 


(4) That a representative of the Southern Medical 
Association attend annual state medical meetings in 
those states comprising the Southern Medical Associa- 
tion. 


(5) That a committee representing the Council, 
the Trustees and the membership at large, be appointed 
to study and advise upon the desirability and feasibil- 
ity of purchasing a permanent home for the Southern 
Medical Association. 


(6-A) With the idea of further stimulating interest 
in the Southern Medical Association, I suggest the 
approval of an educational program to be conducted 
by the Auxiliary working with like organizations in 
those states that comprise the Southern Medical Asso- 
ciation, the details of such a program to be determined 
by the Executive Committee of the Council and the 
Auxiliary; and that a sum not to exceed two thousand 
dollars per annum be appropriated for the next two 
years for this purpose. (6-B) That a budget be pro- 
vided to defray the expenses of the Auxiliary president 
when visiting annual state medical meetings; that she 
be urged to attend these meetings because it is a 
splendid relationship that can only be beneficial to 
our Association. (6-C) That a breakfast be given at 
our annual meeting for officers of the Auxiliary, the 
presidents and secretaries of state auxiliaries and the 
ladies committee of the host city. 


(Signed) R. J. WiLk1nson, M.D., President. 


Paragraph (1). The Executive Committee approved item 
(1) and suggests that Article 6, Section 1, of the Consti- 
tution and Chaper 4, Section 3, of the By-Laws be changed 
accordingly. 

Paragraph (2). The Committee recommends the con- 
tinuation of the breakfast during the annual meeting for 
the officers of the sections with the general officers of 
the Association and the Policy Committee. The Committee 
is of the opinion that it is not feasible to have the type 
of meeting as suggested in this paragraph. 


Paragraph (3). The Committee looks with favor upon 
the continuation of the Committees on Doctor-Hospital 
Relationship and Medical Education, but feels that the 
Council should be guided in a final decision by the rec- 
ommendation which these committees may make in their 
reports. The Committee feels that the publication 
of these reports in the JourNAL soon after the meeting, im- 
mediately following the editorial section of the JouRNAL, 
will make these reports available in a very satisfactory 
manner to the members. 


Paragraph (4). The Committee approves of a _repre- 
sentative of the Southern Medical Association attending as 
many annual state meetings as possible, suggesting that 
the Councilor in the individual states arrange for such 
representative and extend the invitation. 


Paragraph (5). The Committee does not feel that it 
would be advisable to consider the matter of purchasing 
a permanent home and, therefore, does not approve this 
suggestion. 


Paragraph (6, A B and C). The Committee recom- 
mends that there be made available again this year 
the sum of $500.00 to the Auxiliary and suggest to 
the Auxiliary that they present a budget which will be 
considered by the Executive Committee, the Committee 
then to make a recommendation to the Council as to any 
further funds to the Auxiliary. In connection with item 
C, the Association has for a number of years provided 
two breakfasts for the Auxiliary officers, a pre-conven- 
tion breakfast and a post-convention breakfast, which 
seems to take care of this item. 


The Executive Committee recommends that the Consti- 
tution be amended as follows: 


ARTICLE 3 — Membership 


Section 3. Associate Members. The Association may 
have three classes of associate members: (1) a layman 
who has rendered meritorious service to the medical 
profession or to humanity, (2) a member who has 
moved from the territory of the Southern Medical As- 
sociation, and (3) persons not holding a degree of doc- 
tor of medicine but who are on the teaching staff of 
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a medical school or engaged in research, practice or 
promotion of a science allied to medicine and holding 
a degree in a subject commonly referred to as a basic 
science. To be eligible for associate membership under 
Class 3 a person must satisfy the requirements for 
regular membership as set forth in Section 1 except 
for holding membership in state or local societies. 
Classes 1 and 2 may be recommended to associate 
membership by the Council. They shall not hold of- 
fice, have no voice in the affairs of the Association 
or pay annual dues and therefore will not be eligible 
to receive the Southern Medical Journal. Class 3 may 
be  -¥ for associate membership by the Associa- 
tion office after their eligibility under the provisions 
of this Section has been determined. They shall pay 
the regular annual dues and receive the Southern Med- 
ical Journal but shall not hold office nor have a voice 
in the affairs of the Association. 


ARTICLE 5 — Annual Meeting 


Section 1. The Association shall hold an annual 
meeting during which there shall be not less than two 
general sessions, one of which may be devoted to the 
business of the Association and restricted exclusively 
to the membership when so determined by the Council 
or by the Executive Committee of the Council or upon 
a petition filed by not less than twenty-five members 
of the Association. All expenses of the annual meeting 
shall be borne by the Association. 


ARTICLE 6 — Officers 


Section 1. The officers of the Association shall be 
a president, president-elect, first vice-president, second 
vice-president, a board of trustees, and a council com- 
posed of one member from each state or district of the 
Association. A Secretary-Treasurer and an Editor of 
the Journal shail be employed by and with the consent 
of the Council on a contract basis for a period at the 
discretion of the Council. 


The Executive Committee recommends that the By- 
Laws be amended as follows: 


CHAPTER 4— Duties of Officers 


Section 1. The President shall preside at all general 
sessions of the annual meetings and all functions at 
which the Association is host. He shall appoint all 
committees not otherwise arranged for, shall deliver an 
annual address at a general session to be held at a time 
to be decided upon by the Executive Committee of the 
Council, shall cast a deciding vote in case of a tie, 
and shall perform such other duties as the definition 
of his office, custom and parliamentary usage requires. 
The program for the general sessions shall be for- 
mulated by the president. 

Section 3. The last sentence of Section $3 changed 
to read thus: He shall be appointed on a contract 
basis for a period at the discretion of the Council and 
his compensation, as well as that of all employees of 
the Association, shall be fixed by the Council. 

Section 4. The last sentence of Section 4 shall be 
changed to read as follows: He shall be appointed on 
a contract basis for a period at the discretion of the 
Council and his compensation will be fixed by the 


Council. 
CHAPTER 8 — Dues 


Section 2. Any member whose dues shall remain 
unpaid for six months shall be automatically suspended 
at the end of six months provided that on full pay- 
ment of his arrearage he shall be automatically rein- 


stated as a member in good standing from date of 
reinstatement. 


Mr. C. P. Loranz, Secretary-Manager, gave a review of 
the publicity that had been done during the past year. 


Dr. Sanders suggested the possibility of an educational 
fund, a sum to be set aside to be used to send the South- 
ern Medical Journal to residents in hospitals, etc. This 
was referred to the new Executive Committee with power 
to act. 


The Executive Committee which is the Advisory Com- 
mittee to the Woman’s Auxiliary reviewed, at the request 
of the Chairman of the Committee on Constitution and 
By-Laws, the suggested amendments to their Constitution 
and By-Laws. The Committee cuqpetes a slight chan; 
as to who would constitute the mem hip and the qualifi- 
cations for the president of the Auxiliary, the remainder 
of the Constitution and By-Laws being approved. 
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The Committee recommends to the Council that a 
contribution of $500.00 be made to the World Medical 
Association as the Association has done the past three 
years. 


Dr. Daniel L. Sexton, Chairman of the Policy Committee, 
St. Louis, Missouri, made the following report for the 
Committee, this report being approved by the Executive 
Committee: 

REPORT OF POLICY COMMITTEE 


Through correspondence with Dr. Olin S. Cofer, a 
member of the Policy Committee, I wish to bring up 
to the Executive Committee the matter of expediting 
the work of the Council. It seems to me this could 
be accomplished if committees were appointed within 
the Council to study problems on the agenda and re- 
port at a subsequent meeting with recommendations. 
Our idea is to place more of the responsibility on the 
Council than they have had in the past. 

There are, within the Association, various commit- 
tees that are now carrying on special work and doing 
it quite well, and it may be that the Executive Com- 
mittee prefers to continue this practice. For instance, 
there has been a committee on constitution and by- 
laws, and one on medical education and hospital rela- 
tions, and other committees, the personnel of which 
has been made up of highly qualified men especially 
suited for appointment and perhaps better qualified 
than a membe: of the Council. 

Our thought in reporting to you at this time is 
twofold, first to get the Council more interested, and 
secondly to expedite the work so that the Councilors 
will have more time to spend at the scientific sessions. 

The Policy Committee has nothing further to rec- 
ommend for your consideration at this time. 

(Signed) Daniet L. Sexton, Chairman. 


The Executive Committee recommends that the Policy 
Committee, provided for at the last annual meeting, be 
made a permanent committee of three from the Council. 
At the beginning, one for one year, one for two years 
and one for three years, and thereafter each for a term 
of three years, the oldest member in point of service to 
be the chairman, the incoming president to appoint the 
first committee and each president thereafter to appoint 
the member to succeed the one whose term expires. 


Consideration was given to the status of two commit- 
tees, Medical Education, and Doctor-Hospital Relationship. 
It was suggested that whether these committees be con- 
tinued would be governed by the report of each of these 
committees. In the absence of the Chairman of the Com- 
mittee on Medical Education, Dr. R. Hugh Wood of At- 
lanta, Georgia, Dr. Milford O. Rouse, Dallas, Texas, was 
requested to act as chairman for this meeting. 

(Signed) F. A. Hotpen, Chairman. 


The Reports and the recommendations in the Reports of the 
two meetings of the Executive Committee, January 21 and 
November 4, were approved by the Council. With the adop- 
tion of this Report the changes recommended in the By-Laws 
become effective and the changes in the Constitution will lay 
over for final action next year. 


Dr. M. Y. Dabney, Editor of the SourneRN MEDICAL JOURNAL, 
Birmingham, Alabama, presented the following report, which 
was approved. The Council expressed its appreciation to Dr. 
Dabney and Mrs. Dabney for the fine service they had rendered 
as Editor and Assistant Editor of the JourRNAL. 


REPORT OF EDITOR 
To the Council of the Southern Medical Association: 


The Editor is happy to see you again and to report that 
the JourNAL has had another good year. 

A few statistics on the work are offered: We have pub- 
lished 145 papers from the 1950 meeting, or most of those 
which were read at the St. Louis meeting last year. More 
than a hundred additional manuscripts were submitted 
during the year; and 54 of these, fewer than half, were 
accepted. 

About 169 books were reviewed by many reviewers. Some- 
thing like 25 books per month were received. 

This year we are indebted to our associate editors for 
good advice and assistance. Particularly we have con- 
ferred with Dr. Tinsley R. Harrison, who resides in Bir- 
mingham, for reviewing and appraising some manuscripts. 
He has been most cooperative and helpful. 

The editorial department also used an assistant manu- 
script reader, a young college man who was not subject 


November 1952 


to the draft, for about seven months of 1951, with the 
idea of training him to take over a part of the detailed 
work of editing. He was valuable, but wished to return 
to college to work for a higher degree and teach English. 
He is no longer with us. 


For routine assistance we very much feel the need of a 
man with a good scientific education, preferably a Ph.D, 
or Sc.D. in one of the basic medical sciences with some lit- 
erary taste and talent, to familiarize himself with the 
JouRNAL, so that the work could go on if either of your 
editors should become temporarily incapacitated or retire. 

There are a great many problems upon which such a 
man could work if he were available. It is hoped that with 
the aid of an agency the position eventually may be satis- 
factorily filled. 


(Signed) M. Y. Dasney, Editor. 
Eucenia B. Dasney, Assistant Editor. 


A communication from the Association auditors, Neville, 
Brown and Regan, having to do with the Retirement or 
Pension Plan was referred to the committee reporting on this 
at the last annual meeting, the committee consisting of Dr. 
Clifford N. Heisel, Chairman, Dr. Lamar Arrington, Dr. 
Wilbur M. Salter, Dr. Milford O. Rouse and Dr. R. L. 
— Here is the communication from Neville, Brown and 

egan: 


RETIREMENT OR PENSION PLAN 


In connection with our annual audit of the books of the 
Southern Medical Association, we were requested by the 
Secretary-Manager to review the report of your Committee 
on Retirement or Pension Plan for employees of the 
Association. 


First, we want to commend the Committee for the care- 
ful thought and many hours of work which they un- 
doubtedly have given in an honest effort to create a 
satisfactory retirement program for the Association’s faith- 
ful and loyal employees. However, the report as rec- 
ommended and adopted at the St. Louis meeting presents 
some problems which need to be ironed out before a 
workable plan can be established. Portions of the Com- 
mittee’s Report which need clarification are quoted below, 
followed by our observations and recommendations. 


(1) “We would, therefore, like to recommend that the 
Council offer our employees a retirement plan to provide 
retirement pay to total the amounts suggested by Neville, 
Brown & Regan, with the understanding that all of our 
employees who are eligible will participate in Social 
curity.” Observation. The plan cannot become effective 
until all eligible employees agree to be covered by Social 
Security. One employee could block the plan. Recom- 
mendation. If the retirement plan is to be conditioned 
upon Social Security Coverage, we recommend that the 
plan become effective when 2/3 or more of the employees 
agree to come under the Social Security Iaw. 


(2) “We feel that an employee should have been in 
our employment for a minimum of five years before be- 
coming eligible for retirement pay (although his or her 
Social Security benefits will be transferable to a new em- 
ployer if he leaves us under five years). If he or she 
changes to an employer not covered by Social Security, the 
Southern Medical Association will offer to return to such 
employee total of all Social Security payments such em- 
ployee shall have made, with interest at 2%.’’ Observation. 
The Association will, in effect, pay the Social Security tax 
twice. This will be classified as additional compensation 
to the employee. Social Security funds deposited with the 
Federal Government cannot be recovered by the employer. 
Recommendation. Eliminate this offer. If it is the desire 
of the Association to contribute the entire amount to So- 
cial Security, the employee would have no contributions 
to be returned. 

(3) “Effective as soon as our employees may elect to 
be under Social Security benefits, any employee may be 
eligible for retirement when he or she shall have reached 
age 65, etc.” Observation. Assuming that the plan could 
become effective when 2/3 or more of the employees agree 
to come under Social Security, it appears that those em- 
ployees who do not agree to be covered by Social Security 
will be left entirely out of the plan. Recommendation. 
Once 2/3 of the employees agree to Social Security cov- 
erage, the Association may file a certificate with the 
Bureau of Internal Revenue indicating its desire to be 
covered by the Social Security law. An employee who 
does not sign the statement will remain exempt if he 
not join up within one month after the election becomes 
effective. Employees hired or rehired on or after the 
effective date of the election will be coverd on a compul- 
sory basis. We recommend that those employees who do 
not elect to be covered by Social Security (necessarily only 
a very few) be included in the retirement plan with com- 








co’ 


Or | 








e, 
rT 


Tr. 


id 


TN oe UWE ee 


em tte + owt 


Vol. 45 No. 11 





pensation to be computed on the regular formula basis. 
The selling point for Social Security benefits is “tax-free 
income” and most employees will jump at the opportunity. 
However, we believe that the Council would not want to 
exclude some few employees who have rendered loyal, faith- 
ful service through the years but who might for some rea- 
son prefer not to be covered by Social Security. 


(4) “The amount of ideal retirement compensation for 
each employee shall be computed on the basis of 30% of 
base salary.”” Observation. A definition of “‘base salary” 
is required. Recommendation. We recommend that the 
employee’s salary at date of retirement constitute base sal- 
ary. 

(5) “For employees who started with the Southern 
Medical Association prior to 1946, this ‘ideal’ schedule is 
hereby undertaken. For employees who were employed after 
1945, the Council reserves the right to consider some practi- 
cal annuity plan, the premiums to be shared by the Associa- 
tion and the employees.”” Observation. Needs clarification. 
It appears that employees hired after 1945 will not be 
included in the plan until the Council has worked out 
some practical annuity plan. What about employees who 
might not want to enter the plan if they must share a 
portion of the expense? It seems that there is some dis- 
crimination against employees hired after 1945. Recom- 
mendation. (a) That all employees receive the same con- 
sideration and be included in the plan at its inception. 
(b) That the Association purchase annuity contracts to 
cover those employees within the favorable age limits for 
insurance purposes. (c) That the Association pay the en- 
tire premium on annuities. This would merely be in lieu 
of a cash deposit which will be necessary for those em- 
ployees not covered by annuity contracts. 

(6) “The Retirement Fund of the Southern Medical 
Association shall consist of the income or increment of the 
invested reserves of the Association plus an annual deposit 
from the general income of the Association as determined 
each year by the Council, with an initial deposit of 
$6,000.00 for 1951, to remain at $6,000.00 annually until 
the amount may be changed by action of the Council.” 
Observation. Questions arise as to how the Retirement 
Fund is to be set up, who shall administer it, etc. Rec- 
ommendation. That the fund be set up as an irrevocable 
trust, administered by a trustee appointed by the Council. 
The trust department of your bank would probably be 
the most logical choice for trustee. The trust instrument 
itself should of course be drawn up in proper form by a 
lawyer. 

(7) “There should be a thorough biennial review of 
the Retirement Fund and Plan.’ Observation. This seems 
to indicate instability instead of a permanent and binding 
plan. Recommendation. The creation of an_ irrevocable 
trust would automatically clear up this item. 

These observations and recommendations are presented 
solely in the spirit of constructive criticism. 

(Signed) NeEvitte, Brown & REGAN, 
Certified Public Accountants, 
By Curis H. Kine, C.P.A. 
Birmingham, Alabama, November 1, 1951. 


At the next meeting of the Council after the letter from 


Neville, Brown and Regan had been referred to the Committee 
on Pension and Retirement Plan, the Committee made the 
following report which was approved by the Council. 


REPORT OF COMMITTEE ON RETIREMENT OR 
PENSION PLAN 


To the Council of the Southern Medical Association: 


Your Committee on Retirement or Pension Plan has 
carefully reviewed the observations and recommendations 
made by Neville, Brown and Regan, the Certified Public 
Accountants who make the annual audit of the financial 
operations of the Association, on the retirement plan for 
Southern Medical Association employees adopted last 
year, as listed on pages 878 and 879 of the Southern 
Medical Journal, September 1951. The Committee feels 
that the suggestions of the auditors are very wise and 
would like to suggest some changes in the wording of last 
year’s report as follows: 


In the fifth paragraph, ‘“‘We would, therefore, like to 
tecommend that the Council offer our employees a re- 
urement plan to provide retirement pay to total the 
amounts suggested by Neville, Brown and Regan, with the 
understanding that all of employees who are eligible will 

_Tequested to participate in Social Security, with the 
Tetirement plan to become effective as soon as two-thirds 
or more of the present employees agree to come under the 
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Social Security Laws. If an employee does not elect to 
come under Social Security then when he or she retires 
the Southern Medical Association will provide only the 
difference between the federal Social Security benefits he 
or she could have secured by selecting the plan, and the 
amount called for in the schedule suggested by the ac- 
countants. 


In the sixth paragraph the second sentence should be 
deleted, namely, omit “If he or she changes to an em- 
ployer not covered by Social Security, the Southern Medical 
Association will offer to return to such employee total of 
all Social Security payments such employee shall have 
made, with interest at 2 per cent.” 


The first sentence of the fourth from the last para- 
graph of the report should be changed to read: ‘Effective 
as soon as this retirement plan becomes active, any em- 
ployee may be eligible for retirement when he or she 
shall have reached age 65, etc.” 


The third from the last paragraph should read as fol- 
lows: ‘“‘The amount of ideal retirement compensation for 
each employee shall be computed on the basis of 30 per 
cent of base salary, which base salary shall be that em- 
ployee’s salary at the time of retirement.” 


The latter part of this third from last paragraph should 
read as follows: ‘‘For employees who started with the 
Southern Medical Association prior to 1946, this ‘ideal’ 
schedule is hereby undertaken. For employees who were 
employed after 1945, the Council reserves the right to con- 
sider some practical annuity plan or plan of retirement in- 
surance, the premiums to be shared by the Association and 
the employees, but until such an annuity plan may be 
adopted such employees (employed since 1945) shall par- 
ticipate in this ideal schedule.” 


To the next to the last paragraph of the report should 
be added the following: ‘‘Any of the assets of the Associa- 
tion may be added to the Retirement Fund at any time 
by vote of the Council.” 


The Retirement Fund set up as described above (income 
and/or increment of invested reserves, plus annual or 
other deposits) shall be set up as an irrevocable trust to 
be administered by the Trust Department of the bank 
that handles the funds of the Association. 


(Signed) Citrrorp N. Heiser, Chairman. 


In connection with the report of the Committee on Retire- 
ment or Pension Plan recommending that an_ irrevocable 
trust be set up, it was moved and carried, after free discus- 
sion, that fifty thousand dollars of the bonds of the Associa- 
tion be made a part of this trust and that six thousand dollars 
be appropriated from the current funds of the Association, 
which together with the six thousand allocated to this fund 
at the last annual meeting, will make as of this date the 
a ae of sixty-two thousand dollars for the irrevocable trust 
und. 


Dr. Milford O. Rouse, acting chairman of the Committee on 
Medical Education, made the report for that Committee. The 
report of the Committee was approved except the closing 
paragraph having to do with a contribution to the American 
Medical Education Foundation. This was referred to the 
incoming Executive Committee with power to act. 


REPORT OF COMMITTEE ON MEDICAL 
EDUCATION 


A meeting of the Committee on Medical Education of 
the Southern Medical Association was held during the 
annual meeting of the Association, Dallas, Texas, Novem- 
ber 5-8, 1951. Members present: Dr. Milford O. Rouse, 
Dallas, Texas; Dr. R. L. Sanders, Memphis, Tennessee; 
Dr. W. Kendrick Purks, Vicksburg, Mississippi; and Dr. 
Waverly R. Payne, Newport News, Virginia. The Chair- 
man of the Committee, Dr. R. Hugh Wood, Dean of Emory 
University School of Medicine, Atlanta, Georgia, was un- 
able to attend the Dallas meeting and requested Dr. Mil- 
ford O. Rouse to act as Chairman. Dr. Walter E. Vest, 
another member of the Committee, was not able to attend 
the Dallas meeting. 

The present Committee on Medical Education feels 
that there is a definite place for some real constructive 
work by a group charged with reviewing the problems 
of medical education as it particularly affects Southern 
States, and would therefore recommend that the Com- 
mittee be put on a permanent basis with change in the 
By-Laws as needed. The Committee would also suggest 
that the Council consider enlarging the scope of the 
Committee’s work to include problems of hospitals which 
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are so closely related, the Committee in the future to be 
known as the Committee on Medical Education and Hos- 
pitals. This would be in conformity with the plan of the 
American Medical Association and of many state associa- 
tions that have committees or councils on medical educa- 
tion and hospitals. 

We suggest an active friendly liaison with the American 
Medical Association Council on Medical Education and 
Hospitals and with the various state committees on medical 
education and hospitals. A practical plan will be to urge 
our Chairman and other members to attend the annual 
meeting on medical education, including postgraduate med- 
ical education, held in Chicago each February. We also 
suggest that some constructive work could be done by 
our Committee’s meeting during the 1952 American Medi- 
cal Association session with representatives of state com- 
mittees on medical education and hospitals from the ter- 
ritory of the Southern Medical Association. 

We invite the medical associations of all Southern States 
to appoint committees or councils on medical education 
and hospitals if such are not now in operation, for a 
cooperative study of the following problems: 

(1) Plans to interest more young physicians in locating 
in rural areas and smaller towns. 

(2) Problems of Negro medical education. 


(3) Problems of better hospital and intern and resident 
training facilities for Negro physicians and nurses. 

(4) Postgraduate medical education for practicing 
physicians. Attention is directed to the highly successful 
telephone postgraduate broadcasts used in Indiana last 
year and by dentists on a national scale for three years. 
We suggest that the American Medical Association Council 
on Medical Education and Hospitals study the possibility 
of telephone postgraduate broadcasts on a national hook- 
up from American Medical Association headquarters. 


We commend the excellent work being done by the 
Board of Control of Southern Regional Education. 


Your Committee feels that it is most imperative that 
all physicians respond at once to the invitation to provide 
additidnal funds for medical education and thereby further 
check the trend toward federal control of medicine. We 
therefore recommend that the Southern Medical Associa- 
tion heartily endorse the American Medical Education 
Foundation; that the Council of the Southern Medical 
Association make a worthy financial contribution to this 
Foundation, and that all facilities of the Southern Medical 
Association be used to promote contributions to the 
Foundation. Our JourNnat will be an effective medium 
and all Councilors should consider it a privilege to pro- 
mote the Foundation. Suggestion is made that the Ameri- 
can Medical Association might promote a more practical 
plan of inviting contributions at county medical society 
levels. 

(Signed) Mrrorp O. Rouse, Acting Chairman 
R. SANDERS 
W. Kenprick Purks 
Waverty R. PAYNE 
Committee 


The report from the Committee on Doctor-Hospital Relation- 


ship, Dr. J. B. Lukins, Chairman, was read and approved. 


REPORT OF COMMITTEE ON DOCTOR-HOSPITAL 
RELATIONSHIP 


A meeting of the Committee on_ Doctor - Hospital 
Relationship of the Southern Medical Association was 
held during the annual meeting of the Association, Dallas, 
Texas, November 5-8, 1951. Members present: Dr. J. B. 
Lukins, Chairman, Louisville, Kentucky, and Dr. Edgar 
M. Dunstan, Atlanta, Georgia. Sitting with the Com- 
mittee at the request of the Chairman was the President, 
Dr. Curtice Rosser, Dallas, Texas, and the Secretray-Man- 
ager, Mr. C. Loranz, Birmingham, Alabama. Other 
members of the Committee, Dr. Oscar B. Hunter, Washing- 
ton, District of Columbia, and Dr. Allan D. Tuggle, Char- 
lotte, North Carolina, were not able to attend the Dallas 
meeting and the other member, Dr. F. A. Holden, Balti- 
more, Maryland, was unable to sit with the Committee due 
to another meeting at the same time. 


The relationship of the medical staff and the hospital 
poses, in most communities, a very complex problem. 
There are so many factors to be conside and so many 
groups to be satisfied that only a Solomon could come 
up with a complete answer. The medical and surgical 
staff, the hospital authorities, the school of nursing, all 
have a strong hand in what goes on within the confines 


of any institute of healing. No doubt all three of these 
organizations have as their prime object: “The Welfare 
of the Patient.” 

Human nature being what it is, there is frequently 
some disagreement as to the best and quickest way to 
arrive at the restoration of health. 
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Over and above the local organization, we have the 
great national bodies as overseers, the American Medical 
Association, the American College of Surgeons and the 
American Hospital Association. The American Medical 
Association makes the policies of the entire medical 
profession. The American College of Surgeons has ele- 
vated surgery and the hospitals to a high standard, not 
excelled in all the world. The American Hospital As- 
sociation has organized all the worthy hospitals and laid 
down a program of efficiency that has elevated the nursing 
profession and has rendered immeasurable good to the 
patient and the public at large. 


There has been considerable complaint that the Ameri- 
can Hospital Association has gone too far in dictating 
pooeteese to local hospitals, to the point where it inter- 
eres with the individual practice of medicine in the 
hospital. Many doctors who are only on the courtesy 
staff and are not working daily in a given hospital, 
complain that everything is so standardized and regulated 
that they hesitate to employ their usual methods of treat- 
ment lest it be different or counter to the usual procedure 
in that particular institution. This is often an unjust 
criticism, for some medical committee or group of doctors 
has usually made these regulations. 


That there is encroachment by the hospitals and cor- 
porations on the practice of medicine, nearly every one 
admits. A large percentage of hospitals employ the radiol- 
ogist and pathologist and in some places the anesthetist 
on a salary basis. This, of course, is contrary to ideal 
procedures and in some states is contrary to law, but it 
would seem very impractical and a great loss of time 
and an inconvenience to the patient for each doctor to 
call his own radiologist or own pathologist. Specialists 
essential to the internal conduct of a hospital should re- 
main on an independent basis even though appointed 
by the hospital with the approval of the medical board 
to head the laboratories concerned and should receive 
compensation by sharing in the profits of their own work 
instead of a salary. 


The rapid growth of Blue Cross and of Blue Shield 
has further complicated the picture. We positively state 
that no medical service should be included in a hospital 
contract. The Blue Cross and several others adhere to 
this principle. We believe all should. In the East, 
in a large teaching hospital, owned and controlled by 
one of our most renowned institutions of learning, the 
residents operate on many of the patients, some of which 
are never seen by the active staff. These residents are 
paid a nominal monthly salary and the check from the 
insurance company for the surgery is paid directly to 
the hospital. At the present time this is being ex 
by the medical society of the state. We will be interested 
in the outcome. We believe every private patient, 
including those with health insurance, should have his 
own private physician in charge of the case or, in 
event that he does not have a private physican, one 
who has the approval of the medical staff should 
suggested by the hospital at the time of admission. 

The staff and the hospital are interdependent. A first 
class medical staff cannot long exist as such without a 
first class hospital in which to work. On the other hand, 
it is obvious that for a hospital to remain in Class A, 
it must be staffed by first class doctors. 

In every hospital there should be a well organized 
department of general practice. This is just as important 
asa oo of surgery or any other specialty. With- 
out a department of training for the general practitioner 
there can be no source of supply of trained men to fill 
the great need in rural communities. 


In a report of this nature we cannot lay down rules 
and regulations but can only state principles and possibly 
make a few suggestions. 


For all the troubles and differences of the hospital and 
the medical staff there is no panacea. There can be no 
one plan that will work in all places. A careful reading 
of the code of ethics of the American Medical Association 
would be very beneficial to both the medical staff and 
the administrators of the hospitals. 


There is a plan for human relations given many hun- 
dreds of years ago that has been led ‘“‘Golden:” “Do 
unto others as you would have others do unto you.” 


This complex problem is difficult of solution and there 
is apparently much work to be done in the future. Since 
the problem of doctor-hospital relationship is a continuing 
one, the members of this Committee recommend_ that 
this Committee be continued. Dr. Curtice Rosser, Presi- 
dent, and Mr. C. P. Loranz, tary-Manager, met 
with the Committee and concurred in this recommenda- 
tion. 

(Signed) J. B. Luxins, Chairman 
Epcar M. DUNSTAN 
CurticE ROsseR 
For the Committee 
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It was suggested that someone from the Council be named 
to represent the Council at the luncheon meeting of the 
Woman’s Auxiliary on Wednesday to express the appreciation 
of the Council for the work done by the Auxiliary. Dr. Mil- 
ford O. Rouse was appointed to represent the Council at this 
luncheon meeting. 


Dr. E. L. Henderson, Louisville, Kentucky, past President 
of the Southern Medical Association, and past President of 
the American Medical Association, and Dr. George F. Lull, 
Chicago, Illinois, Secretary of the American Medical Associa- 
tion, gave the Council full information about the American 
Medical Education Foundation and asked that the Association 
give its endorsement of the work of the Foundation and make 
a contribution to the work. (See Report of Committee on 
Medical Education and action of the Council on that Report). 


At the request of Dr. R. L. Sanders, Chairman of the spe- 
cial Committee to study programs and revision of sections, 
that committee was discontinued since the work of that com- 
mittee can very properly come under the new permanent 
Committee on Policy. 


The Council received an invitation from the Fulton County 
Medical Society, Atlanta, Georgia, to hold the 1953 meeting 
in Atlanta. The Council accepted the invitation and au- 
thorized the member of the Council from Georgia, Dr. Olin 
§. Cofer, Atlanta, and the Secretary-Manager, Mr. C. P. Loranz, 
to determine the date for that meeting. 


It was moved and carried that a questionnaire be sent to 
a sizable number of those registered at this meeting, askin 
the physician to give his reaction to the Dallas meeting an 
offer any suggestions which might occur to him as to how 
future meetings might be made better. 


The Council received the Report of the Trustees, incorporat- 
ing the report of the Secretary-Manager and the Report of 
the Auditor. The Council approved that portion of the Re- 
port of the Trustees having to do with the Report of the 
Secretary-Manager and referred to its Executive Committee 
the recommendation for a contribution to the American 
Medical Education Foundation. Here follow the reports: 


REPORT OF TRUSTEES 
To the Council of the Southern Medical Association: 


The Trustees of the Southern Medical Association met at the 
Baker Hotel, Room 4, Dallas, Texas, Monday, November 5, 9:30 
am. Present: Dr. E. Vernon Mastin, Chairman, St. Louis, 
Missouri; Dr. M. Y¥. Dabney, Birmingham, Alabama: Dr. E. L. 
Henderson, Louisville, Kentucky; and Dr. Hamilton W. McKay, 
Charlotte, North Carolina. Sitting with the Trustees was Dr. John 
p Ar President, American Medical Association, San Francisco, 

ifornia. 


The meeting was called to order by the Chairman. 

The report of the Secretary-Manager, Mr. C. P. Loranz, in- 
corporating the report of the auditor was reviewed and approved, 
and the Secretary-Manager was complimented on the splendid 
showing he has made for the fiscal year. 

The financial condition of the Association was discussed, which 
brought up the matter of making a contribution to the American 
Medical Education Foundation. After some discussion Dr. 
Hamilton W. McKay moved that the Trustees suggest to the 
Council that it consider making a contribution in the sum of 
$25,000.00 to the American Medical Education Foundation. 


There being no further business the Trustees adjourned. 
(Signed) E. Vernon Mastin, Chairman. 


REPORT OF SECRETARY-MANAGER 
To the Southern Medical Association: 


A detailed financial statement for twelve months, the fiscal year 
ending September 30, is here given and is self-explanatory. It has 
been one of the best years in the history of the Association, both 
financially and otherwise. The books for the fiscal year have 
been audited by the auditing firm selected by the Council, Neville, 
Brown and Regan, and we are transmitting a copy of their report. 


The amount of U. S. Government bonds, purchase value, as 
shown in the. report at the close of the last fiscal year was 
$100,640.00. During the year we have purchased from current 
funds $24,420.00, making a total of U. S. Government bonds now 
held by the Association as $125,060.00. 


Last year we reported 7,831 members and during the year have 
received 351 new members. The losses from resignations, deaths 


_ 


*See next page for statement 
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and suspensions were 449 leaving a net membership at this time 
of 7,733, or a net loss for the year of 98. 


As your Secretary-Treasurer and General Manager, carrying the 
title of Secretary-Manager, I have endeavored this year, as I have 
in past years, to conduct your affairs in a satisfactory manner, 
tried at all times to be faithful and efficient. I have tried to be 
as economical as possible and carry on the Association activities 
at the lowest cost without curtailing any more than possible the 
size of the JourNat or any other Association activities that we 
have. 


I wish to express my appreciation for the fine cooperation of 
the President, Dr. Curtice Rosser, and of all other officers, 
general and of the sections, and of the officers and committees 
of the host society, the Dallas County Medical Society, as well 
as those who work with me at headquarters. 


(Signed) C. P. Loranz, Secretary-Manager. 
Birmingham, Alabama, November 1, 1951. 


REPORT OF AUDITOR 
To the Southern Medical Association: 


We have examined the balance sheet of Southern Medical 
Association as of September 30, 1951, and the related statements 
of income and retained earnings for the year then ended. In con- 
nection, therewith, we have reviewed the accounting procedures 
and, without making a detailed audit of all transactions, have 
examined or tested accounting records of the Association and other 
supporting evidence by methods and to the extent we considered 
appropriate. We had previously made a similar examination for 
the fiscal year ended September 30, 1950. 


Revenue from dues, subscriptions and technical exhibits was 
taken into account on the cash receipts basis. Revenue from 
journal advertising and sale of reprints was recorded on the 
accrual basis. Amounts due the printer for publishing the JourRNAL 
and salary of the Secretary-Manager have been accrued during the 
year. All other expenses, except depreciation, represent cash 
disbursements. 


In our opinion, based upon our examination, the accompanying 
balance sheet and related statements of income and retained earn- 
ings, together with supporting exhibits, fairly present the financial 
position of Southern Medical Association at September 30, 1951, 
and the results of its operations for the year ended, in conformity 
with generally accepted accounting principles, applied on a basis 
consistent with that of the preceding year. 


(Signed) Nevitte, Brown & REGAN, 
Certified Public Accountants, 
By Curis H. Krne, C.P.A. 


Birmingham, Alabama, October 22, 1951. 


The Council, speaking for the Association, expresses to the 
Dallas County Medical Society, the ‘Texas Medical Association, 
the hotels, the press and to all others who have contributed 
so much to the success of the meeting in this city, their 
sincere appreciation for the hospitality extended while guests 
here. It is the opinion of the Council that this, the Dallas 
meeting, has been one of the best in the history of the As- 
sociation. Those who are in attendance have enjoyed the 
sincere hospitality of the profession and feel that a great 
measure of credit for the success of the meeting is due to 
the interest manifested by the local profession and by the 
citizens of Dallas. 


The Secretary-Manager was instructed to send telegrams 
to Dr. R. J. Wilkinson, President, Dr. Andrew E. Amick, 
Councilor from West Virginia, and Dr. Oscar B. Hunter, Past 
President and member of Board of Trustees, expressing regret 
at their not being able to attend this Dallas meeting. 


The Council elected Dr. Curtice Rosser, the outgoing Presi- 
dent, as a member of the Board of Trustees for a term of 
six years to succeed Dr. E. Vernon Mastin, St. Louis, Missouri, 
whose term expires at the close of this meeting. 


The Council elected Dr. Olin S. Cofer as a member of the 
Executive Committee to succeed Dr. F. A. Holden, whose 
term expires with the close of this meeting. 


The Council elected Dr. R. L. Sanders, formerly Vice- 
Chairman of the Council, as Chairman of the Council and 
Chairman of the Executive Committee of the Council for the 
next year; and Dr. Fred E. Woodson, as Vice-Chairman of 
the Council and of the Executive Committee. 


The Council by a rising vote expressed to the retiring 
chairman its thanks and appreciation for the fine service he 
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has rendered the Association as a member and chairman of 
the Council. 


The Council then adjourned as a Council and reassembled 
as a Nominating Committee. 


(Signed) F. A. Hoipen, Chairman. 





REPORT OF NOMINATING COMMITTEE* 


The Council, as your Nominating Committee, presents for 
your consideration the following: 


For President-Elect: Dr. Walter C. Jones, Miami, Florida. 


For First Vice-President: Dr. Alphonse McMahon, St. Louis, 
Missouri. 


For Second Vice-President: Dr. Frank A. Selecman, Dallas, 
Texas. 


(No nomination for Editor, Assistant Editor and Secretary- 
Manager. The Editor and Assistant Editor were elected two 
years ago for a term of five years and the Secretary-Manager 
was elected four years ago for a term of five years). 


(Signed) F. A. Hoipen, Chairman. 





*At a General Session held at the Baker Hotel, Texas Room, 
Dallas, Texas, Thursday, November 8, at 1:15 p.m., the report 
of the Nominating Committee was accepted and the nominees 
elected by acclamation. 





MEMBERS BY STATES 


The following is a comparative statement of membership of 
the Southern Medical Association for the past seven years: 


1945 1946 1947 1948 1949 1950 1951 


Alabama ._ 416 463 492 521 524 S50 555 
Arkansas 219 224 230 230 217 212 219 
District of Columbia .. 170 271 198 223 224 200 188 
Florida .- 316 453 567 757 822 807 74i 
Georgia _.. 449 433 495 546 596 557 517 
Kentucky : .. 437 494 512 510 520 554 491 
Louisiana - 386 405 322 441 435 419 425 
Maryland . 332 364 511 572 552 486 420 
Mississippi _. 251 266 272 272 270 298 271 
Missouri 627 648 649 620 601 597 582 
North Carolina 383 410 562 496 519 SOO 453 
Oklahoma .- 305 327 320 319 307 290 279 
South Carolina 191 213 244 260 251 258 249 
Tennessee 415 471 495 509 503 503 473 
Texas 733 732 739 745 750 742 1075 
Virginia 428 436 459 474 481 472 442 
West Virginia 234 246 254 269 262 260 230 

Other States and 
Foreign 382 127 126 129 120 126 123 
Totals 6679 6983 7447 7893 7954 7831 7733 





STATEMENT OF ASSETS AND LIABILITIES 


Assets 

U. S. Government Bonds at Cost $125,060.00 
Air Lines Travel Fund — 425.00 
Paper Stock 4,105.33 
Furniture and Fixtures 7,662.97 
Accounts Receivable (owe us) . 4,828.28 
Cash ‘ 34,144.05 

$176,225.63 

Liabilities 

Accounts Payable (we owe) in 229.68 
Surplus : 2 sodeaenset Les 


$176,225.63 
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Balance Sheet, Southern Medical Association, Fiscal Year 
Ending September 30, 1951 (October 1, 1950 


to September 30, 1951) 














Debits 

Saples —.... ieivcidtantciein 
U. 3 Government. Bonds. Seen ali _ $125,060.00 
Air Lines Travel Fund (deposit)... 425.00 
Paper Stock (print paper on hand)... 4,105.33 
Furniture and Fixtures _. ee 
INN. isiesneestivesntenctceaccicetsicie 981.00 
Revenue 
Advertising —_. 
Dues - cee See scecsnadatnaneailicis 
I oats Bical sacenectielisind estapiabict 
RTE IEE Rae ae ae ene Fee 
Exhibits 
Interest and Discount. 
Expenses 
Publishing 48,785.58 
Cuts and Electros_. .. 3,028.33 
ER 
Second Class Postage.........-»--»--»= = «21,600.00 
Cie FURR cen ae 
SI reccnpesceaens SC 
Stationery and Printing — See 
Office Supplies and Expense ae 
Telephone and Telegraph... sinidasinn 642.74 
Office Rent wae a 
Advettising Expense 487.52 
Addressograph Expense —........ 353.70 
po EE Ee 4,658.98 
eS 335.08 
Expense at Saint Louis ._____ . 25,975.41 
Banking Expense sidan eimnsdbatcaios 10.91 
Section Secretaries Spode. scpibaacatapioaal 712.32 
Woman’s Auxiliary 500.00 
General Expense soitanennsalabaanieebid 2,847.81 
Contributions - - sean 725.00 
Dues to Civic and Trade Seesientions ‘ 51.00 
TUN asi leosicictenickaNiaeiiahadencteaone 141.31 
Executive Committee Eapense Soe sis 600.10 
Lights hdeainaioians 184.98 
Employees Hospital Incurence nari 296.40 
Insurance — Nash alipiipinitnbacshcenaienbdtis 549.48 
OE CR ii eed 850.00 
Accounts Receivable ‘om i. 4,828.28 
Accounts Payable (we owe) -.______ in 
EE ee ee se oe ._. 34,144.05 

$345,110.78 


SUMMARY OF EARNINGS 
Revenue Accounts -......... 
Expense Accounts - 


Gross Profit for year ending September 30, 1951 
Less Depreciation 


Net Profit for year ending September 30, 1951 


SURPLUS ACCOUNT 
Surplus for year ending September 30, 1951... 


Net Profit for year ending September 30, 1951 


Credits 
$144,887.35 


88,656.30 
71,217.55 
5,396.29 
476.64 
33,990.00 
256.97 


229.68 


$345,110.78 


_..$199,993.75 


167,904.15 


32,089.60 
981.00 


$ 31,108.60 


$144,887.35 
31,108.60 


$175,995.95 
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as an antihistaminic agent 


penzamine is 
unsurpassed 


} } 


in allergic rhinitis... 


in urticaria 


hr in serum sickness 
¢.} 


in angioneurotic edema 


in hay fever 


° a, 


alae a in drug reactions 


for Maximal relief 


with Minimal side effects 


Pyribenzamine hydrochloride 
(brand of tripelennamine hydrochloride) 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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Continued from page 1110 


Recent appointments to the staff of University of North 
Carolina School of Medicine are: Dr. R. A. Ross, who has 
been on the staff of Duke University School of Medicine, 
Durham, since 1930, as professor and chairman of the Depart- 
ment of Obstetrics and Gynecology; Dr. Edward C. Curnen, 
Jr., who has been a member of the staff of Yale University, 
New Haven, Connecticut, since 1946, as professor and _ chair- 
man of the Department of Pediatrics; Dr. Thomas W. Farmer, 
Dallas, Texas, as professor of medicine in charge of neurology; 
Dr. R. Beverly Raney, who has been on the staff at Duke 
University School of Medicine since 1934, as professor of 
surgery in charge of orthopedic surgery; Dr. Edward C. 
Frank, Chicago, as associate professor of psychiatry; Dr. John 
T. Sessions, Jr., Boston, as assistant professor of medicine; Dr. 
Paul Leslie Bunce, Baltimore, Maryland, as assistant professor 
of surgery; Dr. Charles A. Bream, New York City, as assistant 
professor of radiology; and Dr. David R. Hawkins, Rochester, 
New York, as instructor in psychiatry. 

Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, has added to its faculty: Dr. John R. Ausband 
as instructor in otolaryngology and will be associated with 
Dr. James A. Harrill: Dr. William H. Boyce as instructor in 
urology and will be associated with Drs. Fred K. Garvey and 
Charles M. Norfleet, Jr.; Dr. Fred C. Collier as instructor in 
pathology; Dr. Courtland H. Davis, Jr., as instructor in neuro- 
surgery and will be associated with Dr. Eben Alexander, Jr.; 
Dr. Alanson Hinman, instructor in pediatrics and associate in 
psychiatry, replacing Dr. John B. Reinhart, who resigned to 
continue his training in child psychiatry; and Dr. Elmer E. 
Pautler as instructor in pathology. 

Dr. G. P. Manire and Dr. W. J. Cromartie, Department 
of Bacteriology, University of North Carolina School of Medi- 
cine, Chapel Hill, have received from the Office of Naval 
Research an $18,624 grant to support an investigation on the 
etiology of nonspecific urethritis. 

Dr. W. Ralph Deaton, Jr., has opened offices in Greensboro 
for the practice of general and thoracic surgery. 

Dr. R. A. Matheson has announced the association of Dr. 
R. M. Jordan in the general practice of medicine at Raeford. 


Dr. Horace B. Cupp, formerly manager of the Veterans 
Administration Hospital, Chamblee, Georgia, has been ap- 
pointed manager of the 491 bed VA hospital at Durham. This 
general medical and surgical hospital, nearing completion, will 
be affiliated with the Duke University School of Medicine. 
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OKLAHOMA 


Two Oklahoma physicians recognized by their local county 
societies for 50 years’ service in the medical profession are 
Dr. G. W. Baker, Walters, and Dr. L. S. Willour, McAlester, 
each receiving a 50-Year Pin. Dr. Baker, age 79, plans to go 
into semi-retirement while Dr. Willour will continue active 
in the profession. 

Dr. Nathan Boggs, formerly of Oklahoma City, has retired 
and will now reside at Goodwell. 

Dr. William H. Garnier, Stillwater, recently completed a 
postgraduate course in ophthalmology at Washington Univer- 
sity School of Medicine, St. Louis, Missouri. 

Dr. L. D. Bruton, Muskogee, recently celebrated his 82nd 
birthday. 


Dr. James J. Gable has returned to Oklahoma City after 
two years in the Army Medical Corps. 





TENNESSEE 


Dr. James G. Hughes, Memphis, has been advanced from 
associate professor of pediatrics to professor of pediatrics, 
University of Tennessee College of Medicine, Memphis. 


University of Tennessee Medical Units, Memphis, has added 
to the staff of the Division of Anatomy Dr. George Gordon 
Robertson, professor of anatomy; Dr. Harry Hammond Wilcox, 
assistant professor; and Dr. Marvin I. Gottlieb, instructor. 

_ Dr. Arne Hunninen, assistant professor of preventive medi- 
cine, University of Tennessee Medical Units, Memphis, has 
been awarded a $5,200 research contract by the United States 
Navy for the study of pathogenicity of human strains of 
Endamoeba histolytica in rabbits. Dr. Howard Boone, assistant 
in medicine, is cooperating in the study. 

Dr. Vernon A. Burkhart has moved from Chattanooga to 
Winchester and opened offices in the Anasarcin Building. 

Dr. W. I. Thornton, Jr., and Dr. Thomas Johnson, both 
natives of Dyersburg, have returned there and _ established 
offices in the First Citizens National Bank. 

Dr. J. Gilbert Eblin has been elected president of the Knox- 
ville Mental Health Association. 


Dr. George G. Young, after a year’s study, has returned to 
his offices in the Interstate Building, Chattanooga. 


Continued on page 38 





OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal 
clinics; witnessing normal and operative deliveries; op- 
erative obstetrics (manikin). In Gynecology: lectures ; 
touch clinics; witnessing operations; examination of 
patients preoperatively; follow-up in wards postop- 
eratively. Obstetrical and gynecological pathology. 
Anesthesia. Attendance at conferences in obstetrics and 
gynecology. Operative gynecology on the cadaver. 


EYE, EAR, NOSE and THROAT 


A three months combined full-time refresher course 
consisting of attendance at clinics, witnessing opera- 
tions, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat on 
the cadaver; clinical and cadaver demonstrations in 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology, bacteriology 
and embryology; physiology; neuroanatomy; anes- 
thesia; physical solide: allergy ; examination of pa- 
tients preoperatively and follow-up postoperatively in 
the wards and clinics. 





THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 





For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


UROLOGY 


A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction in 
pharmacology; physiology; embryology; biochemistry ; 
bacteriology and pathology; practical work in surgical 
anatomy and urological operative procedures on the 
cadaver; regional and general anesthesia (cadaver) ; 
office gynecology; proctological diagnosis; the use of 
the ophthalmoscope; physical diagnosis; roentgeno- 
logical interpretation, electrocardiographic interpreta- 
tion; dermatology and syphilology ; neurology; physical 
medicine; continuous instruction in cystoendoscopic 
diagnosis and operative instrumental manipulation; 
operative surgical clinics; demonstrations in the opera- 
tive instrumental management of bladder tumors and 
other vesicle lesions as well as endoscopic prostatic 
resection; attendance at departmental and general 


conferences. 
PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures ; instruction in examination, diagnosis and treat- 
ment; witnessing operations; ward rounds; demonstra- 
tion of cases; pathology, radiology; anatomy; operative 
proctology on the cadaver; attendance at departmental 
and general conferences. 
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to 
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red oii ° " ‘ . ° 
The most important obvious contribution of Trocinate 
OX- x 
* in these ulcer patients was the relief of pain, which 
persisted without Trocinate, and which was only relieved 
: when an effective dosage of Trocinate was administered.””* 
z A 
POTENT SYNTHETIC ANTISPASMODIC COMBINED WITH A MILD SEDATIVE 
@ Atropine-like in its neurotropic action : 
@ Papaverine-like in its musculotropic action 
: @ Non-narcotic, non-toxic, virtually free of side-effects 
[ 
1 
c INDICATED for the relief of smooth muscle spasm in SUPPLIED as red tablets containing 65 mg. Trocinate 
: the gastrointestinal and biliary tracts. — 15 mg. phenobarbital, os pink 
e In a wide variety of gastrointestinal tablets containing 100 mg. Trocinate; in é 
d complaints, including peptic ulcer, pyloro- bottles of 40 and 250 tablets. 
ic spasm, spastic colitis, biliary dyskinesia, DOSAGE 2 tablets, three or four times a day for 
al Trocinate has been reported to be a highly first week; then reduce to 1 tablet, three 
effective antispasmodic, free of side-effects. or four times a day. 
id } 
t- *Crawley, G. A.: Write for samples, reprints and literature. ‘ 
- Clinical Study of , 
ve . 
. Antipesmodic ARS WM. P. POYTHRESS & CO., INC. RICHMOND, VA. 
ntispasmodic i 
Drug, M. Rec. & OYTHRESS ane me a : 
Ann. 43:1104, 
1949. ®Reg. Trademark of B-diethylaminoethyldiphenylthioacetate. 
4 
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new, 
improved 





for faster, greater, 


ARLCAPS 








more sustained relief 


in ASTHMA 


hay fever and the common cold 


e reduces edema and congestion in the bronchi and upper respiratory mucosa — 


relaxes spastic bronchial musculature. 


e alleviates malaise and fever —allays tension and apprehension concomitant to 


asthma. 


e easier breathing within minutes — relief lasting for hours. 


new, improved ARLCAPS 
each capsule provides: 


Ephedrine Hydrochloride 26 mg. (2/5 gr.) i 
Ascorbic Acid . - 100 mg. 

Aspirin . . 130 mg. (2 gr.) ascorbic 
Phenobarbital 26 mg. (2/5 gr.) acid 


(may be habit forming) 


Professional samples available from: 


The ARLINGTON CHEMICAL COMPANY 
division of U. S. Vitamin Corporation 
Yonkers 1, N. Y. 





November 1959 
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| for routine salicylate 





Rapid salicylate satu- 
ration on smaller and 
less frequent doses 
with Pabirin in Rheu- 
matic Fever. 





Pabirin quickly re- 
lieves pain and re- 
duces joint swelling 
and redness in Rheu- 
matoid Arthritis. 


COMPOSITION 
Para-aminobenzoic 
Acid 3% gr. 
Acetylsalicylic Acid 
3% gr. 
Ascorbic Acid. .10 mg. 


Also available as 
Pabirin With Codeine, 
each capsule containing 
4% grain of codeine 
phosphate in addition to 
the above ingredients. 


Pabirin, containing acetylsalicylic 
acid, PABA, and vitamin C, provides 
valuable therapy in many rheumatoid 
and arthritic conditions. 


Better Tolerated 

Because it contains acetylsalicylic 
acid, Pabirin is exceptionally well toler- 
ated. This salicylate ester causes less 
gastric irritation and shows a higher 
therapeutic potency than any of the 
salicylate salts. 


Higher Blood Levels 


Since PABA reduces salicylate excre- 
tion, higher plasma salicylate levels are 
realized from the quantity of acetylsali- 
cylic acid administered as Pabirin than 
would be possible from a like amount of 
salicylate alone. 


Pabirin contains vitamin C to com- 
pensate for the augmented loss of this 
vitamin during salicylation. 


Sodium-Free 

Pabirin is sodium-free, hence is the 
salicylate combination of choice for the 
treatment of rheumatic fever with im- 
pending or frank congestive cardiac 
failure. Administered as a supplement to 
either ACTH or cortisone, it permits re- 
duction in their dosage without diminu- 
tion in clinical response. 


A Division of THE WANDER COMPANY 


therapy 


PABIRIN 








Pabirin provides con- 
tinued salicylation 
without symptoms of 
toxicity for maximum 
urate-eliminant effects 


in Gout. 





Pabirin provides wel- 
come analgesia in Os- 


teoarthritis. 





Pabirin maintains the 
effects of hormonal 
therapy during period 
of interrupted treat- 
ment of Rheumatic or 
Gouty Arthralgias. 


SMITH-DORSEY - Lincoln, Nebraska 
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Continued from page 34 


Dr. M. Shannon Allen, Jr., has opened an office in Kings- 
port for the practice of general surgery and gynecology. 

Dr. Bryan T. Inglehart and Dr. Charles A. Trahern have 
located at Clarksville for the practice of medicine. 

Newell Hospital, Chattanooga, has added to the surgical 
staff Drs. Jerome P. Sims, Boyd L. Hames and Warren Terrell. 

Dr. Malcolm P. Tyor, a former associate in medicine at the 
Bowman Gray School of Medicine, Winston-Salem, North 
Carolina, has joined the Medical Division of the Oak Ridge 
Institute of Nuclear Studies as a clinician, Oak Ridge. 

Drs. Edgar Bratton and C. S. Morrow have opened a 15- 
room clinic in Hartsville. 

Dr. L. C. Smith, Henderson, has retired after fifty-two 
years of practice and Dr. Oscar McCallum has taken over 
his practice. 

Dr. J. K. Hinton, Jr., Halls, is taking a refresher course 
in Surgery at Tulane University School of Medicine, New 
Orleans, Louisiana. 

Dr. John Craven, health officer of Washington County, 
has resigned. He will take special work in radiology in 
Cleveland and enter private practice later. 





TEXAS 


Dr. Stanley William Olson, Chicago, has been elected Dean 
of Baylor University College of Medicine, Houston, succeeding 
Dr. Walter H. Moursund, retired. Dr. Olson was Dean of 
University of Illinois College of Medicine, Chicago. 

The M. D. Anderson Hospital for Cancer Research, Houston, 
is the second hospital in the United States to have a 24 
million volt betatron for treatment of patients and cancer 
research. The purchase of this machine was made possible 
by grants totaling $121,000 from the U. S. Public Health 
Service’s National Cancer Institute. Dr. Gilbert H. Fletcher, 








Christmas 
Seals help 


save lives 


Successful methods of treatment 
make it more important than ever 
to find the 150,000 “unknown” 
cases of tuberculosis—and to find 
them early. 

Mass X-ray campaigns to find TB 
in time are part of the work your 
Christmas Seal dollars help support. 

Remember, no one can be “cured” 
until treated .. . and no one can 
be treated until the disease is 
discovered. 

Send in your contribution today. 


Buy Christmas Seals 


November 1952 


radiotherapist, and Peter Wooten, physicist, will be in charge 
of the research project involving the betatron. 

A unit of 38 beds has been made available in the clinic 
building at Hermann Hospital, Houston, for polio patients and 
the ward was air-conditioned by the Harris County Polio 
Association. 

Dr. Gladys J. Fashena, professor of pediatrics, Southwestern 
Medical School of the University of Texas, has been appointed 
to the board of governors of the Playtex Research Institute, 
Dover, Delaware. 

Dr. W. C. Owsley, Jr., who has completed his residency 
training in radiology at the Hospital of the University of 
Pennsylvania, Philadelphia, has been appointed assistant 
radiologist at Hermann Hospital, Houston. 

Charles D. Dukes, Ph.D., has been appointed an assistant 
professor of microbiology, Baylor University College of Medi- 
cine, Houston. 


New staff appointments at the Veterans Administration Hos- 
pital, Houston, are Dr. Hollis G. Boren and Dr. Samuel H. 
Stribling, medical service; Dr. Warren B. Breidenbach, Jr., 
chief of the gastroenterology section of medical service; Dr. 
Irving Chofnas, assistant chief of the tuberculosis section of 
medical service; Dr. Oscar Creech, chief of surgical service; 
Dr. George L. Jordon, Jr., surgical service; Dr. Charles M. 
Gaitz and Dr. Emmett G. Ward, neuropsychiatric service; and 
Dr. Murrell D. Jones, physical medicine rehabilitation service. 





VIRGINIA 


Virginia Society of Anesthesiologists have elected Dr. Robert 
Morrison, Lynchburg, president; Dr. Harold Chase, Charlottes- 
ville, vice-president; and Dr. Thomas Walker, Richmond, 
secretary-treasurer. 

One out of every four students in the Department of 
Medicine, University of Virginia, Charlottesville, received some 
scholarship aid for the academic year 1952-53, scholarships in 
the amount of $35,938 being awarded to 71 students. 

Dr. Syndham B. Blanton, Jr., Richmond, has been made 
Assistant to the Dean, Medical College of Virginia, Richmond. 

Dr. William T. Sanger, Richmond, President of Medical 
College of Virginia, was installed President of the National 


Continued on page 46 





CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 
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‘| 1348 CASES 


PENICILLIN 


ONLY Go REACTIONS 


+ Se ae ee 
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1? Ger es 


rt 

: (only 4 of 1% in contrast to 5% for ordinary penicillin) 

of 

in @ Clinicians the world over have noted, not only the effectiveness, but 

i also the rarity and mildness of reactions to BICILLIN—the new penicillin 
a compound. ; 


al 


Thus, in 1348 cases, injected with single doses of from 300,000 to 
2,500,000 units BICILLIN, only 0.3% developed penicillin reactions— 
pruritic dermatitis medicamentosa. In these few cases, this did not appear 
until 10 days after injection, and it cleared after 2 days in spite of 
persisting deposit of BICILLIN in the tissues. 

Remember that the average rate of reactions to ordinary penicillin is 


approximately 5%. 


INJECTION 


BICILLIN'L-A 


BENZETHACIL 


DIBENZYLETHYLENEDIAMINE DIPENICILLIN G 


penicillin blood levels for 2 weeks with single injection, 
600,000 units 


* Trademark 
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Graph based on averaged glucose tolerance curves of a 
group of fatigued patients.’ Note rapid disappearance 
of sugar from the blood and a decrease below the fast- 
ing level by the third hour. 





The type of hypoglycemia shown above is be- 
; lieved to result from parasympathetic over- 
activity of emotional origin, culminating in 
hyperinsulinism. 


Daily administration of atropine or belladonna 
with phenobarbital, to block excessive para- 
sympathetic impulses, is recommended as a 
valuable adjunct to dietary measures in stabiliz- 
ing the carbohydrate metabolism in these and 
similar cases of emotogenic hypoglycemia.'” 


IN FATIGUE STATES DUE TO EMOTOGENIC HYPOGLYCEMIA 


BELBARB 


1. Portis, S. A., et al.: J.A.M.A. 
— — Ley yy 
an ~B.L.:A " t. 
Med. 81:184, 1948. 3. te c. BELLADONNA ALKALOIDS AND PHENOBARBITAL 


A.: Journal-Lancet 71:484, 1951. 





SUPPLIED: BELBARB* and BELBARB NO. 2 (tablets) and BELBARB 
Capsules, bottles of 100, 500, and 1000; BELBARB Elixir, 
bottles of 1 pt. and 1 gal. 


LITERATURE AND SAMPLES ON REQUEST 


CHARLES C. HASKELL & CO., INC. 
RICHMOND VIRGINIA 
*Trademark of Charles C. Haskell & Co., Inc. 
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ans: 
i 2 3. Se yet DR ae . . 
Oil dispersion (x133). Large irregular globules The fine oil emulsion (x133) of Agoral. The 
fail to mix readily with fecal mass. Phenol- small, uniform globules and the phenolphtha- 
phthalein is not evenly distributed to stimulate lein mix readily with the bowel content, produc- 
peristalsis. Action may be sporadic and evacuation ing peristalsis by more uniform lubrication and 
incomplete. stimulation. 


Which Laxative is Better — 
COARSE DISPERSION OR FINE EMULSION? 


Coarse dispersions are unstable, and 
erratic in their effects. Any physician 
can recognize the superiority of the 
fine Agoral emulsion (at right, above) 
compared with an ordinary oil-in- 
water dispersion (left). 

Free-floating oil is distasteful and 
often regurgitated. Large oil globules 
tend to coalesce and form pools in the 
gut, which may seep past the sphinc- 
ter as anal leakage. 


Agreeable to Sensitive Stomach 
The fine emulsion of Agoral is palat- 
able and will not distress a sensitive 
stomach. It assures more uniform dos- 
age and distribution of the active ingre- 
dients, more uniform clinical results. 
Its thorough admixture with the 


bowel content gives effective, uniform 
lubrication of the fecal mass as well 
as the canal. There is no loose oil to 
cause anal leakage. 


Mixed like Homogenized Milk 

Agoral is emulsified exclusively with 
refined white mineral oil, purified 
white phenolphthalein, agar-gel, trag- 
acanth, acacia, egg-albumen and glyc- 
erin, by a special process similar to 
that used for homogenizing milk. 

For over 30 years medical men have 
obtained results with Agoral with a 
uniformity and precision which are a 
constant source of satisfaction both 
to them and to their patients. 

William R. Warner, Div. of Warner- 
Hudnut, Inc., New York 11, N. Y. 
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In ECZEMA 
INFANTILE ECZEMA 
PSORIASIS 
FOLLICULITIS 


SEBORRHEIC 
DERMATITIS 


INTERTRIGO 
PITYRIASIS 
DYSHIDROSIS 
TINEA CRURIS 
VARICOSE ULCERS 







Physicians are invited to send 
for clinical test samples to dem- 
onstrate the antipruritic, decon- 
gestant, remedial properties of 
Tarbonis in the conditions listed 
above. 
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FOR CLINICAL EFFICACY 


FOR FREEDOM FROM REACTIONS 


FOR COSMETIC ELEGANCE. 


Tarbonis combines the three features needed for success- 
ful management of a host of dermatologic conditions: 

It presents all the therapeutic properties of crude 
tar, but in a form liberated from the undesirable proper- 
ties which so long have made tar therapy unacceptable 
to physician as well as patient. 

It is so nonirritant, in spite of its dependable efficacy, 
that it is safely used for infants and on the tenderest 
body areas. 

Tarbonis presents a specially processed liquor carbonis 
detergens (5 per cent), together with lanolin and menthol, 
in a vanishing-type cream base. It is greaseless, free from 
all tarry odor, and—since it leaves virtually no trace on 
proper application—is appreciated by the patient, espe- 
cially when exposed body surfaces are involved. 

TARBONIS is available through all pharmacies upon 
prescription. For dispensing purposes TARBONIS is 
packaged in 1-lb. and 6-lb. jars through Physicians’ and 
Hospital Supply Houses. 


THE TARBONIS COMPANY 


4300 Euclid Avenue + Cleveland 3, Ohio 











ft nn nnn 
THE TARBONIS CO., Dept. sMJi1 

| 4300 Euclid Ave., Cleveland 3, Ohio 

You may send me a sample of Tarbonis. 

| 

| a 

| 

Address_ = ee eae F 

| 

| City Zone___State___ 
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Why physicians are using a suspension | 





rather than a solution in treating 


intranasal infections... _. 





How P.S.S. clings to mucosa 3 hours after instillation 


Paredrine- = 2)% | 
STAPLE PANL | 
STTES pension sania selbinihunhill eau 


in solution, does not quickly 





wash away. It actually deposits 
bacteriostatic crystals on the 
infected mucosa. There they 
remain in intimate contact with 
Vasoconstriction the infection—the most important 
reason why so many physicians 


in minutes find the Suspension strikingly 
Bacteriostasis effective against nasal infections 


and sore throat. 


J 
a 


for hou rs A suspension of Micraform* sulfathiazole, ‘ 
5%, in an isotonic aqueous medium with 
‘Paredrine’ Hydrobromide (hydroxyamphet- 
amine hydrobromide, S.K.F.), 1%; 
preserved with ortho-hydroxyphenyl- 
mercuric chloride, 1:20,000. 


* T.M. Reg. U.S. Pat. Off. 


smith, Kline & French Laboratories, Philadelphia 


Se ey 
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shows a marked ° 
familial 
tendency” 





the diabetic family ~_ a 


Every case of diabetes is a clear indication to test the patient's 
relatives for evidence of the “pronounced inherited susceptibility 
to the development of the clinical form of the disease.”! Early 
diagnosis makes possible the early control and continuous treat- 
ment that are “of the greatest importance in reducing the incidence 
and severity of degenerative complications.” 


diabetes in children 


Testing for diabetes is especially indicated in children and youthful 
members of diabetic families, since “the age at onset is earlier in b) 3 





those cases with positive family histories of diabetes.”! Prompt 
control is a significant factor in postponing or preventing vascular 
complications— now responsible for more deaths and debility than 
all other causes in patients with onset of diabetes early in life.? 


CLINITEST. 


BRAND+ REG. U.S. PAT. OFF 


for urine-sugar detection 





Detection of urine-sugar is simple, reliable and rapid with 
Clinitest (Brand) Reagent Tablets. The results are directly 
read. No external heating is needed. Clinitest is excellent for 
office and clinic, and for diabetic patients. 

1, Watson, E. M., and Thompson, M. W.: 

Am. J. Digest. Dis. 18 :326, 1951. 


ELKHART, 2. Wilson, J. L.: Root, H. F., and Marble, 
INDIANA A.: J.A.M.A. 147:1526 (Dec. 15) 1951. 
Ames Company of 

COM PANY, INC. Canada, Ltd., Toronto 


C-3 
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CAFERGOT® 


minufes are 
of the essence in 
migraine therapy... 


Pharmacotherapy, psychotherapy, 
physiotherapy and surgery, may be employed 
individually ér in combination y 
for therapy of head pain. De Jong’s concept 
of pharmacotherapy in migraine may 

well be employed to treat most cephalalgias; 
first—treat or shorten the 





individual attack and second—prevent the 
recurrence or lengthen the intervals 
between attacks. 


The first principle in treating the headache is to start immediately 
when the first sign of trouble appears. The earlier treatment is 
started, the more successful it is likely to be. 


De Jong, R. N.: Chicago M. Soc. Bull. 54:106 (Aug.) 1951. 


Supplies of the pad 
(left) “Directions To Your Patient’’ 
are available on request to: 


SANDOZ pharmaceuticals 


division of Sandoz Chemical Works, Inc. 
New York 14, N. Y. 
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Basic equipment for basic diagnosis 





EK-2 
DIRECT-RECORDING ELECTROCARDIOGRAPH 


— with the special unique 
feature —a continuous, 
automatic time marker. 











The lead selector switch permits choice of 
eleven positions including “Standardize”, the 
three standard limb leads, chest lead, ey” 
7 lead and augmented (Goldberger) 
leads. 


The combination of versatility and exactness 
make the Burdick EK-2 a precision instrument. 


Easy control 
; Immediate reading 
“—="" For office and hospital 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 


em 
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Continued from page 38 


Society of Crippled Children and Adults at its recent annual 
meeting in San Francisco. 

Dr. Mack I. Shanboltz has been reappointed State Health 
Commissioner for a four-year term ending June 30, 1956. He 
was appointed to this — a year ago to fill the vacancy — 
caused by the death of Dr. L. J. Roper. 

Dr. E. K. Carter, formerly of Richmond, is on the staff ai 
Duke University School of Medicine, Durham, North Carolina, 

Dr. A. R. W. Climie has resigned as health officer of the 
Alleghany-Botetourt Health District. 

Dr. Herbert Gaines Langford is associated with Dr. Paul D, 
Camp, Richmond, in the practice of medicine. 











WEST VIRGINIA 


West Virginia State Medical Association at its recent annual 
meeting elected the following officers who will assume new 
duties January lI, Bas 5 Dr. James Sybert Klumpp, Hunt.” 
ington, president; J. P. McMullen, Wellsburg, first vice: 
president; Dr. Seig _ W: Parks, Fairmont, second vice-president; 
and Dr. Thomas ‘Maxfield Barber, Charleston, reelected for his” 
26th consecutive term. 4 

West Virginia Academy of General Peuntes has elected Dr, ~ 
Carl B. Hall, Charleston, president; Jacob C. Huffman, ~ 
Buckhannon, vice-president; and Dr. alvard Wanger, Shep- ~ 
herdstown, secretary-treasurer, reelected. , 

West Virginia State Medical Association has been presented 
a gift by Dr. Walter E. Vest, Huntington, of a bound volume® 
of the transactions of the Medical Society of the State of West” 
Virginia for the years 1867-1874. Dr. Vest found this volume 
in a second-hand k shop in the South and it is probably > 
the only one in existence today. 

West Virginia Society of Anesthesiologists has elected 
Eldon B. Tucker, Morgantown, president; Dr. Lester D. Norris 
Fairmont, vice-president; and Dr. John F. Morris, Huntingto 
secretary-treasurer, reelected. 

West Virginia Obstetrical and Gynecological Society has 
elected Dr. Clarence H. Boso, Huntington, president; Dr. 
J. Wayburn, Huntington, vice-president; and Dr. Angelo 
Villani, Welch, secretary-treasurer. 
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Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Grounds 600 Acres — Buildings, Brick 


Fireproof — Comfortable — Convenient 
Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 
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. BACIMYCIN 


Nie dramatic. results 
\ in pyogenic skin 
x infections 
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one-word for the dry 
sqrt an 
prescription unproductive cough 





A POTENT analgesic and antitussive, due to its content of dihydrocodeinone 
—a codeine derivative of greatly enhanced activity, remarkably free 
from nausea and constipation— 


plus the 


ANTIHISTAMINIC action provided by Pyra-Maleate (VB brand of Pyranisa- 
mine Maleate) —an effective antihistaminic with a high index of safety — 





plus the 
EXPECTORANT properties of ammonium chloride and citric acid . . . ina 
soothing, mentholated syrup vehicle. 
Supplied in 1 pint bottles. An exempt narcotic preparation. 
VB Write for detailed information 











VANPELT & BROWN, Inc. Pharmaceutical Chemists RICHMOND 4, VA. 
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WHEN DIETARY 
SUPPLEMENTATION 


IS NEEDED... 





what more 
could a supplement provide ? 


If the concept of an ideal dietary supplement could be 
formulated, it might well be one that provides qualitatively 
every substance of moment in human nutrition. It would pro- 
vide those for which human daily needs are established as 
well as others which are considered of value, though their 
roles and quantitative requirements remain unknown. 

How Ovaltine in milk approaches this concept, and how 
well the recommended three glassfuls daily augment the nutri- 
tional intake, is shown in the appended table. The two forms 
of Ovaltine available—plain and chocolate flavored—are 
closely alike in their nutrient values. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


| Oaltine \ 














aa 








Three Servings of Ovaltine in Milk Recommended for 
Daily Use Provide the Following Amounts of Nutrients 
(Each serving made of 4 oz. of Ovaltine and 8 fl. oz. of whole milk) 
MINERALS VITAMINS 
ME foie rhc Li vneenacoceears 1.12 Gm ®ASCORBIC AGID..............0c000000--.. SP 
NE Gio consis sexsinecncatennmes g “eee 
alia tin ccleie dmntamek vaanieen 0.006 mg. “~  ESRIRDI eeeas 200 mg 
SE Sot tmserrarmenseaesentnrpnres = = Ng a as 0.05 mg. 
a acertahgeamensacsebeabae ees 0.7 me. WI hoe canes scbbancaacnsers 6.7 mg. 
aaa aaa kcepedmamelaaaenada 12 me. PANTOTHENIC ACID.................0.004 3.0 mg. 
MAGNESIUM..........................02. 120 mg PYRIDOXINE...............s0eeeeeeeee ees 0.6 mg. 
Me oi 5ion 153 dcdacheunacennes 0.4 mg. *RIBOFLAVIN.............0-020eeceeeeeeees 2.0 mg. 
. —s_si(‘“‘éir RN 940 mg STHIAMINE.............0..0ceeeeereeereees 1.2 mg. 
ence cess ae 1300 mg MN oc iis acncae oolveeosenone 3200 I.U. 
"| —___ 5  E  e RE SN Y 560 mg NR RR a a RRR ae 0.005 mg. 
| RSENS REGRESS 2.6 mg WEIR Shon vp caicconenene nine 420 1.U 
*PROTEIN (biologically complete)............ 32 Gm. 
SCARBONVORATE.....<<...cccccescosesesones 65 Gm 
F 
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s 
Octin - spasmolytic and sympathomimetic 


|... relaxation of smooth muscle spasm 
especially of the genito-urinary and 
gastro-intestinal tracts ......... 
2...in migraine and related headaches. 


DOSE: Oral, | or 2 Octin tablets, 
a | additional tablet in three 
to four hours. 
Intramuscular injection, 2 to | ce. 
Give test dose to determine absence 
of sensitivity and excessive hyperten- 
sive reaction. 





Octin ® brand of Isometheptene, methylisooctenylamine. 








Bilhuber-Knoll Corp. Orange, N. J. 








The Brook Haven Manor Sanitarium 
f announces the opening of its annex 
| for the reception of geriatic patients : 
and the elderly. 


Brook Haven Manor Sanitarium 


Stone Mountain, Georgia i 


Suburb of Atlanta, Georgia e 
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so many new things 
in this new supplement... 


For almost forty years now the Picker X-Ray Accessories Catalog has been the 
standard of reference for materials used in radiography, fluoroscopy, and radiation 


therapy. You will find it on thousands of doctors’ bookshelves. 


But even in the short time since the last 200-page edition (its fourteenth), 
Picker has introduced so many new things—the Picker-Polaroid 


process, for example, which delivers a finished dry radio- 








graph within a minute after exposure . . . the Darex FlexiCast “quick- 
freeze” Immobilizing Cast—dozens of things like that—that 
we now find it necessary to issue a 48-page supplement to 


include them all. 





We'll be glad to send you the supplement if you already have the 


. : . : , 
current Picker Accessory Catalog. Or both, if you don’t. Either way, 
you'll keep abreast of recent developments in this eventful field. 
one source for everything in x-ray 
PICKER X-RAY | CORPORATION 
25 S. Broadway | White Plains, N.Y. j 
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“U. 

SE MARCHING FIRE—and 
; follow me!” Shouting this command, 
U Lieutenant Carl Dodd struck out in ad- 
vance of his platoon to lead the assault 
on Hill 256, near Subuk, Korea. During 
' the fierce in-fighting that followed, he 
; constantly inspired his men by his per- 





sonal disregard of death. Once, alone, 
he wiped out a machine gun nest; an- 
other time, a mortar. After two furious 
days, Dodd’s outnumbered, but spirited, 
force had won the vital hill. 


fs “You were helping, too,” says Lieu- 
tenant Dodd. “You and the millions of 
other citizens who have bought Defense 
Bonds. For your Bonds, which keep 
America strong, were behind the pro- 
‘ ductive power that gave us the weapons 
we used. 

“I hope you'll go on buying Bonds— 
always. Because your Bonds—and our 
bayonets—make an unbeatable com- 
: bination for keeping safe the land that 


we all love!” First Lieutenant 


* x * 
| Carl H. Dodd 
Now E Bonds earn more! 1) All Series E 


z Bonds bought after May 1, 1952 average 3% 
’ interest, compounded semiannually! Interest M d | { H 
\ now starts after 6 months and is higher in the e a O onor 


early years. 2) All maturing E Bonds auto- 
matically go on earning after maturity—and 
‘ at the new higher interest! Today, start invest- 
? ing in better-paying Series E Bonds through 
the Payroll Savings Plan where you work! Or 
inquire at any Federal Reserve Bank or 
Branch about the Treasury’s brand-new Bonds, 
Series H, J, and K. 





~ 


Peace is for the strong! hor peace and prosperily 


save with U.S. Defense Bonds! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America. 
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design achievement 
in treatment room 
furniture......... 
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New Steeline is the result of over fifteen 
years of progressive improvement. Today its 
various features embody the suggestions of 
scores of physicians throughout the nation. 
The table has a new top providing floating 
body support; real comfort for the patient; 
contours formed by foam rubber cushion over 
a shaped foundation. Convenient drawer is 
located under head end, provides space for 
paper sheeting holder or for storage of blood- 
pressure instrument, etc. Concealed heel 
stirrups fold under top when not in use; 
adapter for Bierhoff crutches also available. 
Compartment doors equipped with magnetic 
door latches for positive closure. 
Recessed bases provide ample toe 
room; adjustable glides for easy 
leveling. Electrical outlet conven- 
iently located at end of table. Built- 


FREE . . .16-page full-color brochure, complete 
with specifications; send for your copy today 





SOUTHERN MEDICAL JOURNAL 


in, retractable stainless steel intravenous arm 
rest, also useful as shelf for blood-pressure 
instrument. The instrument cabinets feature 
magnetic latches, crystal glass shelves and 
glass door panels set in rubber. There is a 
wide choice of treatment cabinets; complete 
suction-pressure unit is available for instal- 
lation in cabinet of choice. Bottoms of all 
cabinet drawers are cork-lined. Tops of all 
treatment cabinets are of Textolite, acid-proof, 
easy-to-clean plastics surfacing material. 
Shown above is standard group of five pieces. 
Handsome new full-color brochure describes 
choice of tables, cabinet styles, 
color finishes and accessories, for 
specialist or general practitioner. 
Brochure free on request — send 
for your copy today. 


a. s. aloe COMPGAMY ano svzsiviaries 1831 Olive Street + St. Lovis 3, Mo. 


LOS ANGELES * NEW ORLEANS e¢ KANSAS CITY 


MINNEAPOLIS e¢ ATLANTA ¢ WASHINGTON, D. C. 








53 








; 54 SOUTHERN MEDICAL JOURNAL November 1952 V 






=. Tr 


Introducing 
anew & 


Valentine product... 


for more effective control of gastric hyperacidity. 


Particularly indicated in peptic ulcer, “heartburn” of pregnancy, gastric 





hypermotility, chronic dyspepsia and other functional indigestions. 


acichek 


VALENTINE 


A combination of dihydroxy aluminum aminoacetate, 
N.N.R., sodium carboxymethylcellulose and glycine. 








% 
e acts almost immediately to give prompt relief 
j from gastric distress 
: e maintains a desirable pH of gastric contents for 
hours with no depression of peptic activity 
bt’ es ~ —_ e produces neither secondary acid rise nor 
——— | systemic alkalosis 
- belie e provides a mild, physiologic corrective of 
au constipation 
: ; = 
Supplied in bottles of e easily and acceptably administered in tablets 
100 and 1000 tablets. which require no chewing 


VALENTINE COMPANY, INC. 
; Richmond 9, Virginia 
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surgical operating table 





Wy New Table/ 


V) Important Advance/ 


table top can NOW 
be lowered to — 


27° 


For convenient approach to the operative site 
throughout the posturing category. 


Write Dept. GD-11 for complete catalog 
Oh san Stewlgzer Company 
’ 
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relieve tension and 
hyperexcitability 


Your patients who “can’t seem to relax”— 
who feel tense and anxious yet have 

no organic basis for their disturbance— 
may be promptly relieved by prescribing 
Oranixon, the first Council-accepted 
brand of mephenesin. Oranixon will relax 
these patients without “doping” them. 
You will find that two or three 500-mg 
tablets daily usually suffice to keep these 
patients pleasantly and comfortably at 
ease. Try Oranixon as well for some of 
your patients whose mentality and motor 
functions are “imprisoned” by hyperactive 
reflexes. Oranixon is available in 250-mg 
and 500-mg oral tablets (specially 
compounded for rapid disintegration 

and full activity) and in an elixir containing 
400 mg of mephenesin per teaspoonful. 


Organon INC. ¢ ORANGE, N. J. 


ORANIXON 


Organon 
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BRAWNER’S SANITARIUM 


Established 1910 





Smyrna, Georgia (Suburb of Atlanta) 
FOR THE TREATMENT OF 


Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M.D., Medical Director 
ALBERT F. BRAWNER, M_D., Dept. for Men JAS. N. BRAWNER, JR., M.D., Dept. for Women 














Aminophyllin... 


a ‘“‘most effective single agent 





FeTualiire) labal ital 











for prompt relief” of severe (theophyiline-ethylenediemi 
bronchial asthma hic ‘ 
’ readily 
“useful as a peripheral vasodilator and soluble for 
myocardial stimulant” in rapid 
pulmonary edema therapeutic 
paroxysmal dyspnea effect. 
of congestive heart failure TABLETS « AMPULS 
Cheyne-Stokes respiration POWDER 





H. E. DUBIN LABORATORIES, INC. SUPPOSITORIES 








Table hand-tilts to horizontal or 
vertical. Sturdy reinforced heavy 
gauge steel construction. 
Counterbalanced Bucky diaphragm 


MX 100 


runs on full-length track, has self- 


and centering and locking device. 
MX 200 Screen and tube counter- 
. bala avel i ison. 
horizontal- yalanced, travel in unison 
to-vertical Counterbalanced fluoroscopic assem- ;) 
mono-tube bly is mounted on table chassis, { 
tilt-table unit has fingertip adjustment. 
with Push-button controls—automatic 
rotating remote control operation of i 
timers, electrical grid 
anode tube _ 





mechanism release. 


@ Be Sure To Visit the MATTERN Booths Nos. 81 and 82 During the Meeting 


See your local Mattern dealer, 
or write direct to us for information. 


4635-4659 NORTH CICERO AVENUE © CHICAGO 30, ILLINOIS 
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for reliable daytime 


sedation 


for a restful night's 


sleep | 


NARKOGEN 


(TILDEN) 


NARKOGEN (Tilden) contains mutually 
potentiating CHLORAL HYDRATE and 
bromides which the J.A.M.A.* notes “are 
probably the most useful means of promoting 
daytime relaxation without too much sleepi- 
ness." NARKOGEN calms the anxious, nerv- 
ous, tense, restless patient quickly, effectively, 
safely. 

NARKOGEN promptly induces a_ natural, 
physiological sleep which lasts for several 
hours and the patient awakens refreshed and 
without “hangover.”’* 





NARKOGEN is non-narcotic, non-barbiturate 
—a palatable, well-tolerated liquid. 





per fluid per 
e ounce 100 ce. 
CHLORAL 
HYDRATE 80 gr. 17.5 Gm. 
Potassium Bromide. .80 gr. 17.5 Gm. 
Hyoscine 
Hydrobromide. . 1/25 gr. 9 mg. 
Horsenettle, Wild Lettuce and Celery 
Seed. 
Alcohol 10% 
Vv Supplied in pint and gallon bottles. 


Samples and *new literature on request. 


our new Address: 


The TILDEN Company 


435 Chestnut Street 
CHATTANOOGA 2, TENN. 


Home Office: New Lebanon, N. Y. 
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TWO 


IMPORTANT REASONS 


FOR THE OVERWHELMING 
PREFERENCE FOR 


VITA-FOOD 


BREWERS’ YEAST 





| VITA-FOOD is 
1. Genuine Grain-Grown 


2. Full Strength 





ASSAY Per Ounce 


(2 heaping tablespoonfuls) 


Thiamin 4.2 mg. 
Riboflavin 1.4 mg. 
Niacin 11.3 mg. 
Pantothenic Acid 3.4 mg. 
Choline 119.0 mg. 
Inositol 113.4 mg. 
Pyridoxine 800 meg. 
Folic Acid 110 meg. 
Biotin 30 meg. 


Para-Amino-Benzoic Acid 
Plus independent vitamin B growth, lac 
tation, pellagra-preventive, and other vitamin 
B factors natural to genuine Brewers’ Yeast. 











NEWARK 4, NEW JERSEY 











VITAMIN FOOD CO., Inc. 
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Browne-McHardy Clinic 


@ Diagnostic and Therapeutic 
Facilities 

@ Internal Medicine and 
Gastroenterology 

@ Surgery 

@ Gynecology and Obstetrics 

@ Radiology— X-ray and 
Radium therapy 


@ Laboratory and Research 
Departments 





@ Hotel facilities available 


3636 ST. CHARLES AVENUE 
Phone UPtown 9580 > New Orleans, La. 


















ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


eA. private psychiatric hospital em- Staff PAULV. —— M.D. 
‘esiden! 

REX BLANKINSHIP, M.D. 

ment procedures—electro shock, in- Medical Director 


JOHN R. SAUNDERS, M.D, 
Associate 


ploying modern diagnostic and treat- 


sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS F. COATES, M.D. 


: fonbe 
mental disorders and problems of = 
R. H. CRYTZER, Administrator 





addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and phys- 
iotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 
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Continued from page 46 

Association of Pathologists of West Virginia has elected Dr, 
Milford L. Hobbs, Morgantown, president; and Dr. Richard 
C: Neale, Bluefield, secretary. 

West Virginia University School of Medicine has received a 
new grant of $7,650 to supplement its instructional budget 
from the National Fund for Medical Education as announced 
recently by the president of the School. 

Dr. Spencer L. Bivens, Charleston, was the winner of the 
singles championship trophy at the tennis tournament held in 
connection with the annual meeting of the West Virginia State 
Medical Association. He also won the Kloman trophy in 195]. 

Dr. Rudolph H. Hecksher, Jr., has moved from Parkers- 
burg to Ridley Park, Pennsylvania. 

Dr. Karl A. Dillinger, formerly of Weston and who has been 
taking postgraduate work at Mercy Hospital, Baltimore, the 
past two years, has located at Clarksburg for the practice of 
general surgery. 

Dr. W. T. Wingett has moved from Bluefield to Milwaukee, 
Wisconsin, where he is a member of the staff of Sacred Heart 
Sanatorium. 

Dr. E. Lowell Berry, formerly of Montcoal, has accepted an 
appointment as the first resident in industrial medicine in the 
medical department of the Eastman Kodak Company, Rochester, 
New York. Dr. Berry plans to return to West Virginia to 
engage in the practice of industrial medicine upon completion 
of his residency at Rochester. 

Dr. W. B. Rossman, Charleston, has resigned as part-time 
director of the bureau of mental health of the state department 
of health. 

Dr. Jacob C. Huffman, Buckhannon, succeeds Dr. John T. 
Jarrett, Charleston, as president of the West Virginia Chapter 
of the Medical College of Virginia Alumni; Dr. John W. Hash, 
Charleston, is vice-president; and Dr. W. Fred Richmond, 
Beckley, secretary-treasurer. 

West Virginia University School of Medicine Alumni As- 
sociation, at the organization meeting held at White Sulphur 
Springs in the summer, elected Dr. George Ralph Maxwell, 
Morgantown, president; Dr. Charles E. Watkins, Oak Hill, 
vice-president; Dr. Clark K. Sleeth, Morgantown, secretary; and 
Dr. Russel Kessel, Charleston, treasurer. 

Dr. Oscar B. Biern, Huntington, has been named chairman 
of the program committee to arrange the scientific program 
for the state annual meeting in 1953. Dr. Theodore P. Mantz, 
Charleston, and Dr. J. L. Patterson, Logan, are the other 
members of the committee. 








Saint Albans Sanatorium 


RADFORD, VIRGINIA 





100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


James P. King, M.D. 
Director 


Thomas E. Painter, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 


James K. Morrow, M.D. 


Daniel D. Chiles, M.D. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 

Thoroughly modern in achitecture and construction. Eight departments—affording proper classification of 
patients. All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on 
each floor. Also a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet 
above sea level, overlooking the city, and surrounded by an expanse of beautiful woodland. Ample provi- 
sion made for diversion and helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 








APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims an unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification of 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: 
ALEXANDER G. BROWN, JR., M.D. 
MANFRED CALL, III, M.D. 
M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, III, M.D. 
JOHN D. CALL, M.D. 


Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 


Orthopedics: 
BEVERLEY B. CLARY, M.D. 


Pediatrics: 
CHARLES P. MANGUM, M.D. 
ALGIE S. HURT, M.D. 


Opthalmology, Otalaryngology: 
W. L. MASON, M.D. 


Pathology: 
REGENA BECK, M.D. 
Director: 


Bacteriology: 
FORREST SPINDLE 

Surgery: 
A. STEPHENS GRAHAM, M.D. 
CHARLES R. ROBINS, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RICHARD A. MICHAUX, M.D, 
CARRINGTON WILLIAMS, JR., M.D. 


Urological Surgery: 
FRANK POLE, M.D. 


Oral Surgery: 
GUY R. HARRISON, D.DS. 


Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
WILLIAM C. BARR, M.D. 


Physiotherapy: 
IRMA LIVESAY 


CHARLES C. HOUGH 














THE WALLACE SANITARIUM 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 


Drug Addiction and Alcoholism. 
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CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LeGrange Road, five miles east of the city limit 
—accessible to U. S. Highway 70 (Bristol Highway) 


Situated on a sixty-six acre tract of wooded land and rolling fields, the 
environment is conducive to amelioration of the symptoms of emo- 
tionally disturbed patients 


Modernly equipped with adequate facilities for physical and hydro- 
therapy, electroshock, and insulin theapy 


Special emphasis is laid on recreational and occupational therapy 


Adequate nursing personnel assures individual attention to each 
patient 


The main building and hospital department of the Sanatorium is 
shown above 










’ 


FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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MULCIN 


with its 


PUTS A SMILE IN 


THE VITAMIN SPOON 


EACH TEASPOON SUPPLIES: 


Vitamin A........ 3000 units 
Vitamin D........ 1000 units 
Thiamine ........ 1.0 mg. 
Riboflavin ....... 1.2 mg. 
Niacinamide ..... 8.0 mg. 
Ascorbic acid..... 50 mg. 













The eager way that Mulcin is taken, even by finicky 
children, solves one of the most common problems in pro- 
phylactic vitamin supplementation. 

Already accustomed to the refreshing flavor of orange 
juice, children and adolescents welcome Mulcin as a daily 
“treat.”” The yellow color of this vitamin emulsion is appe- 
tizing too. And there is no unpleasant aroma or after-taste 
to detract from acceptability. 

Mulcin’s smooth, non-sticky texture makes it easy to pour. 
For infants, it mixes readily with formula, fruit juice or 
water. Clear and light, Mulcin does not separate on stand- 
ing or shaking. It’s stable at room temperatures. 
Superior in every way ... Mulcin is truly an achievement 
in pharmaceutical elegance. 





Available in 4 oz. and 


economical I pint bottles. 





MEAD JOHNSON & CO. - EVANSVILLE 21, IND., U.S.A. 


November 1959 
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Clinicians are reporting on 


NEO-PENIL* 


... the new, long-acting derivative of penicillin 


... about its ability to concentrate in the lung: 


‘“... concentrations of this drug in the lungs after intramuscular injection are 
five to ten times higher than those of benzylpenicillin [penicillin G].’"! 


... about its ability to concentrate in sputum: 


‘‘Neo-Penil gave rise to significantly higher concentrations of penicillin 
in bronchial secretions than did procaine penicillin . . ."? 


... about its effectiveness in bronchopulmonary disease: 


“Our own evidence would indicate that it is a more effective form of penicillin 
in patients with chronic pulmonary emphysema and bronchopulmonary infection.”’s 


“This compound appeared to have a unique value in respiratory infections due 
to gram-positive bacteria.””! 


Bibliography: . Barach, A.L., et al.: Bull. New York Acad. Med. 28:353 (June) 1952. 


1 
2. Flippin, H.F., et al.: Report distributed at the Chicago Session of the A.M.A. (June) 1952. 
3. Segal, M.S., et al.: GP, in press 


‘Neo-Penil’ is available at retail pharmacies, in single-dose, silicone-treated vials 
of 500,000 units. Full information about ‘Neo-Penil’ accompanies each vial, 
or may be obtained by writing to: 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, S.K.F. 
(penicillin G diethylaminoethyl ester hydriodide) Patent Applied For 








combined 


estrogen-androgen therapy 
for chronic hormone | 
deficiency states ee 


Menage : 


with Methyltestosterone 


(oral estrogen-androgen, Parke-Davis) 

























In such chronic hormone deficiency states 

as the female or male climacteric, estrogen-androgen 
combination enhances the desired therapeutic 
response while neutralizing unwanted side actions. 


Especially effective in the metabolic and constitutional 
spheres, MENAGEN WITH METHYLTESTOSTERONE 
provides specific advantages 

for the relief of menopausal symptoms: 

@ additive action for better symptomatic relief 

@ optimum sense of well-being 

@ greater effect in neurotic patients than estrogen alone 

@ minimizes both estrogenic and androgenic side effects 

@ contains naturally derived estrogen; therefore, well tolerated 
@ orally effective and economical 






Packaging: MENAGEN WITH METHYLTESTOS- 
TERONE: in bottles of 100 capsules. Each capsule 
contains MENAGEN equivalent to the estrogenic 
activity of 10,000 I. U. ketohydroxyestratriene, and 
10 mg. methyltestosterone. 


Fa he, Pais m 4) mnyfeany/ 


DETROIT, MICHIGAN 


